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The Ecology of Human Disease encompasses 
the study made by a world-famous medical 
geographer and ecologist of the occurrence 
and patterns of transmissible diseases as they 
arise among human groups throughout the 
world, through the combined workings of 
climate, biotics, and social and economic 
factors. This remarkable book discusses the 
most important transmissible diseases 
within the basic framework of agent, vector, 
reservoir, host, and geographical distribu- 
tion. The major part of The Ecology of 
Human Disease describes the ecology of the 
principal intectious, nutritional, and behav- 
ioral diseases, including cholera, bruceitosis, 
poliomyelitis, tuberculosis, leprosy, bacil- 
lary dysentery, salmonelloses, amebiasis, 
yaws, nematode infections, scarlet fever, 
measles, trachoma. 


About the Author: Dr. Jacques M. May is 
head of the Medical Geography Department 
of the American Geographical Society in 
New York, where he has been engaged since 
1948 in compiling the Atlas of Diseases, 
which comprises in the form of maps as com- 
prehensive a presentation of the distribu- 
tion of certain human diseases as available 
data will permit. Dr. May is a member of 
the staff of the Medical School of New York 
University in the field of preventive medi- 
cine and a visiting lecturer at the School of 
Tropical Medicine of Harvard University 
the School of Public Health of 
Columbia University. 
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Beautiful in design, format, and artistic 
typography, The Ecology of Human Disease 
is an elegant and worthy addition to the 
library of every physician, anthropologist, 


social scientist, and human geographer. 
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CENTAUR: Essays on the History of Medical Ideas 
by Félix Marti-Ibafiez, M.D. 720 puges, $6 


Ce@NTAUR. Bite antieme 


— with its ultimate concept 
The scope of this book is truly broad, not being limited by 
era or geography. Here are articles on the development 
of medicine in Don Quixote’s Spain; William Harvey as a 
student in gay Padua; the influence of atomic science 
on modern art; the riddle of curare; the role of books 
and writing in the physician's life; the turbulent, 
bloody world of the artist-physician during the Renaissance; 
the psychology of Oriental rug symbols; the evolution 
of contemporary psychobiology; and mary other notcble 
and intriguing topics. 
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MEN, MOLDS, AND HISTORY 
MA f N by Félix Marti-Ibéfiez, M.D. 128 pages, $3 
4 The new world of antibiotics 
+ ~ its over-all meaning in science 
MOLDS; — its total impact on society 
: The history, present status, and probable future of 
vAN N Dp sg antibiotics are presented with originality and profound 
insight, and their effects on science and civilization 
Hog are shown with dramatic sweep. Among the subjects covered 
} { i S | @) Pg y are: the search for the broad-spectrum antibiotics; 
Ee important, related aspects of clinical medicine, general 
_ scientific research, medical education, and public health; the 
| background of the clinical case history; words a 
and medical communication; the relation 
_ of antibiotics to the art of translation; and others. 
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, ideas, events, and places that made history, reflect the 
MD PUBLICATIONS, INC. 


striking philosophical viewpoint of 
$ 30 East 60th Street, New York 22, N. Y. 


Félix Marti-Ibdfiez, M.D. The author’s colorful 

life enables him to think as a psychiatrist, 

historian, author, and soldier malgré lui. He has lived 
and extensively traveled in four continents, and 

has worked with dedication and achievement in the 
humanities and sciences, always maintaining his quest 
for the decisive messages of medical humanism and 
continuing his search for his own inner truth. 

At present, in addition to his writing and publishing, 
Dr. Marti-Ibafiez is Professor and Director of 
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History of American Medicine is a collection of 
14 brilliant articles presenting the learning and 
thought of the outstanding figures in the field 
of American medical historiography. The Sym- 
posium portrays vividly the dynamic rise of 
American medicine — from medical practices 
among the aboriginal American Indians to 
American medicine and research in the twen- 
tieth century. 

181 PAGES / SOFT COVER / PRICE $4.00 


(ARR RRR RBERARSESSRSSSS RSE SE RSE SE REE EE EES SS 7 














: MD PUBLICATIONS, INC. H 
* 30 East 60th St., New York 22, N. Y. * 
* Please send me copies of * 
* History of American Medicine : 
H y 4 
* at only $4.00 a copy. * 
* () Check enclosed. ) Bill me. * 
* * 
* NAME * 
* (please print) * 
* ADDRESS. 
* ; 
CITY ZONE STATE * 
RARARARARARRARAARKAKA HHH KKAKKEKKKK HER 


of the dynamic rise of 
67 American medicine 





TABLE OF CONTENTS 


Introduction: The Spirit of American 
Medicine by Félix Marti-lbdniez 
Guideposts in the History of American 
Medicine by Benjamin Spector 
Medicine and Medical Practices among 
Aboriginal American Indians by 
Jobn Duffy 

Diseases and Medical Practice in Colo- 
nial America by Jobn B. Blake 

Medical Education and Medical Schools 
in Colonial America by William 
Dosite Postell 

Medicine in the Era of the American 
Revolution by Welliam Frederick 
Norwood 

The Lessons of the War Between the 
States by Courtney R. Hall 

The Evolution of American Medical 
Literature by Norman Shaftel 

The Evolution of Medical Research in 
the United States by Morris C. 
Leikind 

A Brief Sketch of the Rise of American 
Medical Societies by W. B. 
McDaniel, Il 

The Nineteenth Century American 
Physician as a Research Scientist by 
Phyllis Allen Richmond 

Trends in American Public Health, 
from the Colonial Period to the 
Present by George Rosen 

The Contribution of Holland and Scot- 
land to the Evolution of Medical 
Education in America by Dowglas 
Guthrie 

American Medicine in the World 
Today: An Historical Perspective 
and Reappraisal by Ralph H. Major 





INTERNATIONAL RECORD 
OF MEDICINE 


VOL. 173 NO. II WHOLE NUMBER 2933 NOVEMBER 1960 


A New Topical Nasal Decongestant for 


Infectious and Noninfectious Disorders 


Armand A. Jacques, M.D. 


CHARITY HOSPITAL 
NEW ORLEANS, LA 


At our hospital more than 200 patients (children and adults) with various upper 
respiratory disorders visit our clinic weekly. In a recently published report,’ we 
evaluated and commented on the effectiveness of various dosages of xylometazolire 
hydrochloride (Otrivin*), a new topical vasoconstrictor, in 290 patients with nasal 
congestive difficulties 

Since our results indicated that the drug had good vasoconstrictor activity, few 
local or systemic side effects, and almost complete lack of the secondary rebound 
phenomenon, we decided to extend our evaluation of this agent by placing it in 
combination with a new long-acting steroid and a broad-spectrum antibiotic 

In our opinion, such a combination containing a topical vasoconstrictor, a broad- 
spectrum antibiotic, and an antiallergic, anti-inflammatory corticosteroid is medically 
desirable for effectively treating nasal disorders that are due to severe bacterial in- 
fection or that are allergic in nature. Steroid therapy, particularly, has become a 
major medical tool for reducing inflammation and overcoming allergic manifesta- 
tions. It was our feeling that a steroid combined with a vasoconstrictor and an 
antibiotic should provide rapid relief in this type of condition. 


PATIENTS AND METHOD 


The combination (Otricorten*), which was given to 100 unselected patients, 
contains 0.05 per cent xylometazoline hydrochloride, 0.05 per cent prednisolone 
trimethylacetate, and 0.5 per cent ncomycin sulfate in a nebulizer spray 

The 100 patients, including 31 children, were of both sexes and were suffering from 
various types of acute and chronic rhinitis of bacterial, viral, and nonspecific origin. 
Ages ranged from 3 to 61 years. The dosage was dependent on the severity of the 


* The trade name of Ciba Pharmaccutical Products Inc. for xylometazoline hydrochloride is Otrivin; 
for a combination of xylometazoline hydrochloride, prednisolone trimethylacetate, and neomycin sulfate, 


Orricorten. 
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disorder or infection and was given cither two, three, or four times daily. Complete 
records were kept on all our clinic patients. These records included diagnosis, 
dosage, length of therapy, results, and local and systemic effects, if any 


THERAPEUTIC RESULTS 


Subjective and objective evaluation of the drug's effect on the 100 patients revealed 
that we had achieved an excellent response in 63 patients, good in 28, fair in 6, and 
poor in 3. All patients tolerated the combination well, with relief lasting four to 
six hours. 

It was not necessary to discontinue the medication in any patient Alchough 1 
patient complained of a distressing nasal ‘‘dryness,’’ he did not wish to stop the 
treatment 

Duration of therapy ranged from one to four weeks with an average treatment 
period of 244 weeks. There were no systemic effects and the only side effect en 
countered was the previously mentioned complaint of nasal mucosal ‘dryness 

Table I indicates the procedural method followed in the 100 patients studied 


SUMMARY AND CONCLUSION 


Onc hundred patients, including children, with various nasal involvements of 
infectious and noninfectious origin were scen at our clinic and treated with a com 
bination of a new nasal vasoconstrictor, a steroid, and a broad-spectrum antibiotk 
in a plastic spray bottle 

The drug gave an excellent to fair response in 97 of the 100 patients. Local and 
systemic side reactions were markedly lacking 

It is Our opinion that this compound, from the aspect of therapeutic effectiveness 
and tolerability, compares exceedingly well with any of the other preparatiors of 


this type available today and 1s superior in many Cases 


BIBLIOGRAPHY 


1. Jacgues, A. A., ann Fucus, V. H A new topical nasal decongestant, Louisiana State M. S 111-384, 


Directory of Cardiovascular Films 


A Directory of Cardiovascular Films for use as a guide to clinicians, investigators, 
medical schools, and others has been compiled by the American Heart Association 
The 106-page booklet lists 273 films on the cardiovascular system, describes them 
briefly, and evaluates many of those listed. It also includes a list of film sources 
and subject and author indexes. The Directory is available for $1.00 from local 
heart associations or the American Heart Association, 44 East 23rd Street, New 


York 10, New York. 
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Manipulation for Certain Fracture Dislocations 
of the Pelvis* 


HW’. Compere Basom, M.D., M.S.Or 


EL PASO, TEX. 


In an injury of the pelvis in which all or a major portion of the os coxae is dis- 
placed severely, a manipulation under anesthesia with institution of traction may 
aid markedly in restoration of the deformity to satisfactory position. 

These injuries are associated with an entire displacement of the hemipelvis and, 
anteriorly, may be associated with a disruption of the symphysis pubis or a fracture 
through the pubic bone or the superior and inferior rami. Posteriorly the injury 
may be associated with either a dislocation of the sacroiliac joint or a fracture 
through the lateral wing of the sacrum with a portion of the sacrum displacing with 
the os coxae, or it may be associated with a fracture through the ilium with dis- 
placement of the remaining part of the iliac bone with the pelvis and a medial por- 
tion of the iliac bone remaining in position with the sacroiliac joint and associated 
sacrum 

The author has employed a gentle traction and manipulative reduction technique 
for these types of fractures of the pelvis. This has been utilized since 1941 when it 
was suggested to me by one of my partners, Dr. Louis W. Breck, that we utilize 
this method for a patient in whom there was primarily a dislocation of the os coxae 
with a disruption of the symphysis pubis anteriorly and the sacroiliac joint pos- 
teriorly. In other words, there was a complete displacement of the entire os coxac 
on the patient's right side. 

After an anesthetic was administered, a reduction technique, which consisted of 
traction under a relaxing anesthetic, downward on the lower extremity together with 
a very gentle pressure on the iliac crest to pull the right os coxae distally and slightly 
forward, resulted in the dislocation clicking in place. It was necessary, however, to 
use skeletal traction through the tibia for three weeks with bed rest to maintain the 
reduction. In this case the reduction was anatomical. 

The following case is presented also to illustrate this situation 


This patient, J. B., aged 17, male, from Anthony, New Mexico, was seen Jan. 23, 1959, at Hotel Dicu, 
Sisters’ Hospital, El Paso, Texas, for a severe pelvis and bladder injury. A tractor had overturned on him 
during his farm work and he was brought immediately to the hospital. He was suffering from severe pain 
and shock; on examination the right side of the pelvis (os coxac) was obviously displaced clinically, up 
ward and inward. There was severe pain with any type of movement of the lower extremitics, particularly 
the right. 

Roentgenological examination (fig. 1) revealed a fracture through the superior and inferior ramus of the 
pubic bone with a displacement of the major portion of the right os coxae upward and medially. There 
was an associated fracture in the lateral wing of the sacrum on this side, which allowed this displacement 
to take place 

A catheterized urine specimen revealed blood in the urine. Roentgenological study of the bladder with 
opaque media revealed a rupture in the bladder 


* Presented at the annual mecting of the American Fracture Association, New Orlears, October, 1959 
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Fic. 1. A roentgenogram of the patient on admission to the hospital 
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The patient was then put into bed 3 





Fic. 4. Roentgenogram showing final result, healing of fractures in good position 
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Also, the half-pin set was attached to 10 pounds of lateral traction. After three days the traction was reduced 
to 7 pounds distally, 5 pounds laterally, Traction was maintained for three weeks; then it was discon- 
tinued. The patient was allowed to move about in bed. He had been actively utilizing the overhead bar 
for pull-up and sitting-up exercises and he had been exercising the left lower extremity 

By the fifth postoperative week, he was allowed to be up on crutches without weight-bearing. In the 
sixth week weight-bearing was initiated, and one week later full weight-bearing was instituted. The 
patient subsequently returned to his former occupation, 

Final roentgenographic check-up revealed good union and good position by April 23, 1959 (fig. 4 


This case illustrates the fact that in injury cases in which all or the major part 
of the os coxac ts displaced, with or without fractures of its anterior aspect or pos- 
terior aspect or dislocations of the associated joints, a good reduction can usually 
be obtained with gentle manipulation and traction. Traction can be maintained to 
aid position. This case also illustrates that it is most difficult at times to reduce the 
fractures and therefore an anesthetic with a reduction attempt is probably bene- 
ficial, rather than merely the attachment of traction and waiting for a time for the 
fracture to reduce. An additional advantage can be obtained by working with the 
urologist in those cases in which the bladder is injured. In this particular case added 
manipulative aid was secured through the incisional approach to the bladder. Also, 
in some cases, reduction of the disruption of the symphysis pubis may aid the urologist 
in treatment of the bladder injury. The continuance of traction after the reduction 
technique is very important in maintenance of the secured position 

In addition, these patients can also be given an overhead pelvic sling or, at times, 
a pelvic girdle in an effort to help compress the fracture or dislocations into better 
position if chat is indicated. 

It so happens that no thromboses have occurred in these cases; however, it ts 
estimated that only about a dozen such cases have been seen over the years. The 
odd thing is that there is a high incidence of thrombosis with pelvic injuries, but 
this complication has been seen in other types of pelvic injuries, rather than the 
manipulated cases. It is felt that since the manipulation is done gently under re- 
laxing anesthesia, it does not add further trauma to the vascular injuries if they are 
present 

This is not a new procedure. It is one that has been utilized over a period of many 
years by many surgeons and will be found mentioned in most of the standard fracture 


textbooks 


CONCLUSION 


This article emphasizes the fact that, at times, better position can be secured by a 
relaxing anesthetic and a careful reduction of certain types of pelvic injuries. 
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Male Climacteric and Impotence 
Value of Gonadal Stimulation 


William ]. Browning, M.D. 


MERCHANTVILLE, N. J. 


Life expectancy today is more than 20 years longer than it was in 1900.' The 
average length of life for a white man in 1956 was 67.3 years. Currently, the ex- 
pectation of life at the age of 65 is more than 14 years. 

A survey revealed that there were 25,000 nursing homes in the United States 
in 1954, with 450,000 beds.* The average age of the inmates is 80 years; less than 
one half of them can walk alone or with the aid of a crutch or cane, more than 
half are mentally disoriented at least part of the time, and one third are incontinent 

These statistics emphasize the importance ot appropriate geriatric therapy. There 
is evidence that the male climacteric, male senility, cardiovascular disorders, im 
potence, loss of libido, and many other ailments are associated with gonadal decline 

Many of the subjective symptoms so commonly observed in aging men are due to 
hypogonadal function and may be treated effectively by androgens.* The relict so 
obtained will in many cases enable these elderly patients to enjoy a happier old age 


‘ 


THE MALE CLIMACTERIC 


It is now an established fact that men are subject to the hypogonadal or climacteric 
syndrome, just as women are, at which time there is a decrease or loss of function of 
the sexual glands. Both men and women experience a physiological decline in 
sexual function, especially in later life, which is characterized by a failure of the 
gonadal response to the gonadotropic hormone of the anterior pituitary glard 

The male climacteric has been established as a clinical entity on the basis of com 
parable symptomatology with that of cunuchoid persons, 17-ketosteroid secretion, 
urinary excretion of gonadotropin, histological changes in the testes, and response 
to specific endocrine therapy.’ 

Decline of gonadal function and symptoms of the male climacteric may begin at 
any age, but the most common time is between 45 and 55 years, and the average age 
of climacteric patients is 53.7 years.* The data on 252 patients in the male climacteric 
show that libido was decreased or absent in 80.5 per cent, and on 263 patients, that 
potency was decreased or absent in 90 per cent.*® 

Fatigability, lassitude, and vague pains are the most common general symptoms 
Morning fatigue is a frequent complaint, and many patients say they are more tired 
when they get up than when they go to bed. 

The most significant nervous symptoms that I have observed in the male climacteric 
include nervousness, irritability, depression, crying spells, anhedonia, insomnia, 
apprehensiveness, frustration, occipitocervical aching, and headache. It will be 
noted that these symptoms are similar to those observed in the menopause 
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The circulatory symptoms include increased pulse rate, palpitation, dizzy spells, 
hot flushes, sweating, numbness and tingling, cold hands and feet, and tinnitus. 

In a group of 38 men, all of whom complained of constitutional and psychic symp- 
toms resembling those of the female menopause and 32 also of impotence, the diag- 
nosis of male climacteric was established in 23 cases (61 per cent) by the finding of 
pronounced elevation in gonadotropic hormone excretion, comparable quantitatively 
to that occurring in castrated persons. The diagnosis was further corroborated by 
histological evidence of testicular atrophy and degeneration on biopsy in 8 cases 
and specific response to a therapeutic test with androgens in 20 cases.* 


SEXUAL AGING 


Sexual capacity in men reaches its peak in adolescence and drops steadily from then 
into old age. Starting from a peak average of 3.2-4.8 (single-married ) sexual outlets 
weck in the teens, the mean average drops steadily to 1.8/week at the age of 50, 
1.3/ week at 60, and 0.9/week at 70.’ 

The curve of sexual decline closely follows that of other physiological functions, 
including the basal heart rate, the resting oxygen intake and intake during maxi- 
mum work, the respiratory quotient, and the carbon dioxide and lactic acid rela- 
tions during work.’ 

The decline of sexual activity of the older man is due primarily to a general decline 
in physical and physiological capacity, but it is also affected by psychological 
fatigue and a loss of interest in repeating the same experiences.’ It 1s for this reason 
that specific endocrine therapy designed to restore normal sexual interest and ca- 
pacity is of such great importance in the treatment of the male climacteric and 


senility. 


CHORIONIC GONADOTROPIN 


Chorionic gonadotropin is a water-soluble glycoprotein obtained from the urine 
of pregnant women by selective precipitation and fractionation procedures It is 
standardized in international units, 1 international unit equaling 0.1 mg. of the 
standardized powder. Human chorionic gonadotropin originates in the placenta 

It has been definitely established that use of chorionic gonadotropin is not limited 
to women and that this hormone also acts on the interstitial cells of the testes, 
causing them to elaborate the androgenic hormone. '*~'* 

The value of chorionic gonadotropin for improving androgenic function and 
stimulating the internal secretion of the Leydig cells in the interstitial tissue of the 


testicles has been confirmed by independent investigators.'*: '* 


PORTIFICATION OF CHORIONIC GONADOTROPIN 


It has been found that a synergistic combination of human chorionic gonadotropin 
with thiamine hydrochloride and glutamic acid produces a greatly improved thera- 
peutic effect in patients with male climacteric and hypogonadism.'® Chorionic 
gonadotropin is considered the best of all hormones in the treatment of male sexual 
disorders, and glutamic acid is a unique agent in cerebral metabolism and function. '* 
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Fortified chorionic gonadotropin* contains in each ml.: chorionic gonadotropin, 
200 international units; thiamine hydrochloride, 25 mg.; L(+) glutamic acid, 52.5 
ppm.; chlorobutanol, 0.5 per cent; and procaine hydrochloride, 1 per cent. 

The rationale of the thiamine hydrochloride is to correct disorders of the central 
nervous system manifested by irritability and fatigability and various psychic or 
emotional disturbances due to vitamin B, deficiency.'’ 

Glutamic acid improves mental and physical altertness, ' 
elderly men. It has been established that the ‘‘L’’ form of the acid is the sole thera- 


19 


* an important need in 


peutic agent 

The usual dosage schedule of fortified chorionic gonadotropin is 1 ml. twice a 
week by intramuscular injection for six to eight weeks, then reducing dosage to 1 
injection, week, and finally one every other week according to the patient's indi- 


vidual maintenance needs. 


CLINICAL RESULTS 


A clinical comparison, in a series of 120 cases of the male climacteric, was made 
between fortified chorionic gonadotropin, chorionic gonadotropin, and testosterone. 
During the six weeks of treatment, fortified chorionic gonadotropin maintained an 
estimated 75 to 80 per cent level of improvement, chorionic gonadotropin 25 to 26 
per cent, and testosterone 10 to 22 per cent. After treatment was discontinued, the 
action of fortified chorionic gonadotropin disappeared in five weeks, of chorionic 
gonadotropin in three weeks, and of testosterone in three weeks. *° 

Further evidence of synergism was provided by the therapeutic progress graph, 
which showed that fortified chorionic gonadotropin (both thiamine and glutamic 
acid added) is approximately 30 per cent more effective than a comparable chorionic 
gonadotropin plus glutamic compound, 40 per cent more effective than a com- 
parable chorionic gonadotropin plus thiamine compound, and $0 per cent more 
effective than chorionic gonadotropin itself. *° 

In a series of 237 senile men, ranging in age from 60 to 102 years, injections of 
fortified chorionic gonadotropin were continued for an average period of two and 
a half years and up to seven years. Considerable improvement was noted, much 
greater than with use of nonfortified chorionic gonadotropin, and there were no side 
reactions. ° 

In another series of 56 cases (male climacteric 20, senility 15, impotence 16, neuras- 
thenia 5), treatment with fortified chorionic gonadotropin was most successful in 
increasing potency and libido and also very effective in the relief of nervousness and 
depression. Fatigability, disturbed sleep, amd psychoses also showed some im- 
provement. °° 

Impotence and loss of libido are the principal manifestations of gonadal decline in 
middle-aged and elderly men. In order to evaluate fortified chorionic gonadotropin, 
I used the drug in a group of 10 men all of whom complained of these symptoms. 

The age range was from 35 to 63 years, with an average of 54. The total number 


* The trade name of Research Supplics, Albany, N. Y., for fortified chorionic gonadotropin is Glukor. 
The drug was supplied in multiple-dose vials for this study by this firm. 
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of injections of fortified chorionic gonadotropin ranged from 10 to 100, with an 
average of 36. 

The effectiveness of the medication in increasing potency was rated as good in 
6 cases, fair in 3, and negative in 1. The therapeutic response in increasing libido 
was rated as good in § cases, fair in 4, and negative in 1. 

A favorable therapeutic response was also observed with respect to fatigabiliry 
and lassitude, nervousness, insomnia, loss of self-confidence, personality changes, 
and psychotic manifestations 

In my experience, the principal value of fortified chorionic gonadotropin is pro- 
vided by the boost it gives to men who have reached an age in their sexual life when 
they need assistance. Many men of different ages have been elated at the results 
after varying numbers of injections. In my practice, no other treatment has helped 
these patients to the same extent as a course of injections with fortified chorioni 


gonadotropin 


SUMMARY 


An increased life expectancy of 20 years has emphasized the need for appropriate 
geriatric therapy for elderly men 
It is now an established fact that the male climacteric is due to a gradual decline 


of the gonadal endocrine secretion. This clinical entity is evidenced by loss of libido 
£ 


and potency and also characteristic nervous and circulatory symptoms 

Ihe most effective treatment for the male climacteric and associated loss of libido 
and potency is fortified chorionic gonadotropin, which produces a high level of 
gonadal stimulation. This treatment is also useful for anginal and other symptoms 
often associated with male senility. 

A standard course of treatment with fortified chorionic gonadotropin consists of 
1 ml. twice a week by intramuscular injection for six to eight weeks, then reducing 
dosage to 1 injection /week, and finally one every other week according to the pa 


ticnt’s individual maintenance requirements 
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“Reality Testing” in Vocational Counseling 


William P. Angers, Ph.D 
NEWARK, N. J. 
re: 

‘Reality testing’ plays an important role in the work of a counseling psychologist 
when he helps a counselee to see himself and his actual abilities in relation to job 
requirements. A prerequisite, therefore, to effective vocational counseling is that 
the client possess enough mental health to be able to test reality. 

The nature of reality testing is not too clearly understood by those not precisely 
engaged in vocatioaal counseling and occupational adjustment if one is to judge by 
many of the referrals made by agencies, schools, and individual professiona) persons 
In three cases out of four, the referrals end in failure because the counselee is in- 
capable of attaining representative scores on the psychological tests and therefore 
cannot be counseled 

A case in point is A. R., a 28-year-old woman who was referred for vocational 
counseling by a psychiatrist. She had been under psychiatric care for five years. 
In appearance she was attractive and was well dressed. She was a high school 
graduate and had taken courses without credit at a local college in psychology, 
philosophy, Greck mythology, English, art, and bookkeeping. She also had at- 
tended another school where she received a certificate in retailing. 

A. R. did not participate in any organizational or recreational activities because, 
she said, ‘I can't get along with people."’ She was, however, especially interested 
in music, art, and ballet. She considered herself *'a swan."’ As she told this to the 
psychologist she raised her head, fluttering her arms as though she were trying to 
fly. Then she begantohum. After a few minutes of this, she looked at the counselor 
and said: “ You wouldn't urderstand.”’ 

Her parents were living together. Her father, aged 50, had a high school educa- 
tion. He owned a grocery store. Her mother (same age) was a housewife. A. R. 
received moncy from her parents on request; otherwise she would throw a ‘temper 
tantrum,”’ as ‘I always get what I want."’ She had two older married sisters 

A.R. reported that she worried a great deal about her parents’ health as they might 
die some day and ** who would take care of me then?’’ She was presently unemployed 
and had a history of some 17 different jobs, ranging from bookkeeper to assistant 
buyer in a department store. She had held these jobs from one week to three months 
because ‘‘they refused to appreciate me, and besides I want work in which people 
will look up to me—to my creative talents.”’ 

She reported having no serious illness and no handicaps and had never been in an 
accident; she analyzed her physical health as excellent. She had undergone voca- 
tional testing twice previously, but ‘never received any results.’ 

At the third vocational center, she arrived an hour late for her first appointment, 
but insisted on an interview and testing as ‘‘ this is a matter of life and death because 
my psychiatrist wants me to do so."’ She caused a disturbance during testing by 
remarking “‘ what a foolish question”’ and ‘‘ how stupid,’’ and she had to be placed 
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in a separate room and warned that any further disturbances would mean her dis- 
missal. She harassed other staff members in the hallway, telling them they were 
‘all irresponsible children”’ and ** head shrinkers."’ 

None of her test scores were above the tenth percentile for general mental ability, 
aptitudes, and achievements. Her highest scores were for artistic and musical 
interests on the Kuder Preference Test and high aesthetic values on the Study of 
Values Test. These results represented the‘ swan"’ aspect of her personality, which 
she had mentioned in the interview. She presented an unusually high score for 
energy, seriousness, reflectiveness, and masculinity on the Guilford-Zimmerman 
Temperament Survey. 

On the data sheet, her reply to the question, ‘‘What is your vocational goal?” 
was one word, written in one-inch letters heavily drawn with several strokes 
“MARRIAGE.” 

Her profile on the Minnesota Multiphasic Personality Inventory indicated that she 
definitely needed therapy. When advised of this, A. R. triumphantly exclaimed 
“Good, that’s what I have been doing for the last five years. Send a copy of the 
test results to my psychiatrist.”’ 

There were numerous indications not only that A. R. was a poor referral but that 
her main problem of getting along with others was far from being resolved. She 
did not engage in any form of recreation; belonged to no societies, clubs, or organi 
zations; used music and ballet as an escape from an unacceptable self-image, exploited 
her parents; was disturbed about being unmarried; had had a flighty job history; 
had been tested twice previously with no apparent results; was unable to deal with 
others; showed a poor attitude toward work, testing, counseling, ard counselors; 
had no motivation for testing and counseling; expressed resistance to tests and her 
psychiatrist; ard showed hostile, aggressive behavior 


While she went through the motions of counseling and testing because ‘my 


psychiatrist wants me to and his wishes are my wishes,’ she used the counseling to 


serve her life pattern of noncooperation and thus defeated the plan of her psychia 
trist, who was subjecting her to reality testing when therapy had not yet helped 
her to achieve the necessary state of mental health 

After his first interview with A. R., the consulting psychologist had contacted 
the referring psychiatrist, advising that the patient was not ready for vocational 
counseling and testing. However, the psychiatrist insisted that A. R. be scen again 
and tested as he wanted her to start being independent. The first step, he said, in 
stopping her from exploiting her parents was for her to work 

Although the psychiatrist's theory was faultless, he failed to understand that 
A. R. needed to overcome her feelings of inadequacy and to develop more social 
interest through therapy before she would be in a position to benefit from reality 
testing 

J. S. was a 30-year-old unemployed veteran. His was another case where referral 
for reality testing proved unrealistic as a therapeutic technique. He arrived for cach 
interview an hour early, wringing his hands and glaring anxiously about. At one 
time J. S. was probably handsome, but his face was now covered with scars, which 
he said had been caused by tuberculosis of the skin 
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His application to a trade school was being considered, he reported. But before 
acceptance, the school psychologist had told him to undergo occupational! counsel- 
and testing. J. S. had failed high school in his junior year because of anxiety stem- 
ming from ‘‘feelings of inferiority and inadequacy.’’ Despite this, his vocational 
goal was ‘‘to be another Einstein.’’ He constantly daydreamed of being a genius. 

He lived with his parents. His father, who had had no education, was retired 
at this time but had worked as a coal miner. His mother, also without education, 
was a housewife. The counselee had three married older brothers who had children 
and who worked at different trades. He also had two happily married younger 
sisters. He himself did not date as ‘what woman would go out with me?” 

He had held nine jobs over a three-year period, ranging from post office clerk to 
checker in a supermarket. He had left six of these jobs because he felt inadequate 
to do the work and was fired from three jobs because he was “‘stupid.”’ 

He reported having had a “‘nervous breakdown"’ for which he was treated in a 
Veterans Administration hospital. The cause of the breakdown he said was an 
“inferiority complex" as “‘the U. S. Army made me nervous because of my inade- 
quacy.’’ He considered himself handicapped by his ‘*emotions,’’ but he analyzed his 
physical condition as “excellent.” 

His test results averaged at the second percentile for mental ability, aptitudes, 
and achievement tests. He was not assigned any personality tests as the consulting 
psychologist thought he was ‘‘far too anxious." On the Kuder Preference Test, 
he was placed at the second highest score for musical and artistic interests as these 
were associated with "' being a genius.”’ 

The beginning of cach of his interviews with the consulting psychologist was 
characterized by wringing of the hands, slurring of words, rapid pace of speaking, 
and jerking of the head. His answer to ‘What is your vocational goal?’’ was ‘I 
want to be another Einstein."” It took this counselee some 15 sessions to complete 
SIX Ccsts 

It was apparent from the first interview that this counselee used his feelings of in- 
feriority and inadequacy as a crutch to avoid the responsibility of carning a living 
and of making any attempt toward a constructive goal. His unacceptable self- 
image resulted in his overcompensatory mechanism to be a “' genius’ or “’ another 
Einstein.’ The lack of motivation and stimulation in every part of his life including 
the home situation and his crippling anxiety further reinforced the feelings of in- 
feriority and inadequacy. 

In the opinion of the consulting psychologist, it would have been extremely detri- 
mental for this subject to be tested. When the school psychologist was informed of 
this opinion, he advised that the referral had been made to prove to the young man 
that he had the ability to complete a series of tests. In other words, the young man, 
in the opinion of the school counselor, would be testing reality. 

However, the reality testing in this case failed, as the subject's inferiority, inade- 
quacy, and anxiety were not relieved but rather were further augmented by his in- 
ability to take the tests. 

Since J. S.’s problems were casily discerned in one meeting, the better referral for 
him would have been for diagnostic testing or to a psychotherapist instead of for 
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vocational guidance. In the opinion of many counseling psychologists, such im- 
proper referrals appear to result from lack of understanding among fellow profes- 
sional persons of the relationship that exists between reality testing and vocational 
counseling. 

The case of J. T., a third-year law student, illustrates the effectiveness of reality 
testing in a proper referral for vocational guidance and testing. He sought coun- 
seling on the advice of his psychotherapist. J. T. said he was bothered by ulcer 
attacks, and since his physician had suggested that the cause might be psycholog- 
ical, he had started therapy a few months previously. The first attack had occurred 
toward the end of his military service, just before he entered law school. 

His parents were happily married. Both were college graduates and both were 
active in community and church affairs. His father was a successful lawyer, his 
mother, a former schoolteacher. His older brother—also a lawyer—was married 
and lived nearby. 

In college, J. T. had belonged to various organizations, he had dated frequently, 
and he had received the equivalent of “‘B"’ grades. His organizational and social 
participation at law school were about the same as in college. His marks were 
only ‘‘fair,’’ which he said was due to the ‘‘ awful grind’’ of studying law. 

Law school, he said, was ‘‘all right,’’ but he would not claborate on this other 
than to mention that it was a family tradition for sons to be lawyers and to enter 
the firm founded by his great-grandfather. He was glad a job awaited him because 
in view of his grades, he did not think he would merit too good a job in the open 
market. 

In the summer, ever since high school, J. T. had worked as a clerk in the family 
firm. He planned to be married after graduation from law school 

In the interview J. T. was friendly and cooperative. He agreed to take vocational 
testing even though ‘‘I’m going to finish law school and take the bar exams this 
June.”’ 

His test scores placed him in the superior range of intelligence, aptitudes, and 
achievements. His measured interest pattern was high for social service and com- 
putational and scientific areas. His vocational interests were in keeping with per 
sonnel director, psychologist, and sales manager, but not in keeping with lawyer 
He had outstandingly high social and religious values. His profile on the Guilford- 
Zimmerman Temperament Survey presented a favorable picture, and the Minnesota 
Multiphasic Personality Inventory profile suggested that there was a difficulty in the 
area of interpersonal relationships. Continuation of psychotherapy was indicated 

When J. T. returned to complete vocational counseling the following month, the 
counseling psychologist reviewed the test results with him, pointing out that his 
interests were not compatible with law and suggesting more suitable vocational 
goals. J. T. requested that a copy of the test results and interviews be forwarded to 
his therapist. He said he would give careful thought to changing his vocational 
plans. 

Two months later he reported to the counselor that he had decided to finish law 
school and take the bar examinations. However, he planned—-now that he was 
making progress with his interpersonal relationships problem—to go into sales 
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work where he felt his law training would eventually prove of value on a managerial 
level 

He told the vocational psychologist that, although it was nice to follow family 
tradition, in some instances, such as his own, it was best to pursue a vocation more 
suited to the individual personality. He went on to explain that he had come to this 
realization in therapy and after vocational counseling. He also reported that his 
physician believed his ulcer condition was getting better. 

In contrast to the two previous subjects, the law student was a good referral for 
vocational counseling for the following reasons: By nature he was sociable, friendly, 
cooperative and had succeeded during his life in attaining some goals; he had ade 
quate feelings of personal worth and sufficient confidence in his abilities; therefore, 
he was motivated toward doing his best on the tests. 

Although J. T. was undergoing psychotherapy, his personality problems were 
resolved to a degree that allowed him to function independently so that he scored 
realistically on the tests and responded favorably to counseling. He felt no need to 
use testing and counseling as a weapon against himself or his therapist. Instead he 


regarded the service as a help to solving his problem 


CONCLUSION 


While reality testing is an invaluable aid to those who are engaged in helping 
patients develop unified and integrated personalities, it can boomerang in instances 
where the patient is not ready to test reality. Instead of being a help, it further 
reinforces the neuroses or psychoses of those who are stili deeply enmeshed in the 
therapeutic process 

Seriously disturbed persons either in rebellion against the therapist or in the 
midst of resolving deep-rooted problems, patients who view other people or the 
world as a threat, and patients who have not come to terms with themselves cannot 
be tested and counseled by vocational psychologists because these techniques require 
a predisposition to adequate mental health 

When the referring professional man insists on the reality testing despite the 
opinion of the counseling psychologist, the question arises: Who is doing the reality 
testing, and for whose benefit is it being done—the patient or the person making 
the referral? 


Report on Health Research Fellowships 


Facts about fellowships for health research provided by federal and nongovern- 
mental agencies are now available in a single report, ‘‘Fellowships for Health 
Research,”’ issued by the National Health Council. The report gives details about 
the types of research fellowships, cligibility, the amount of the awards, the length 
of time for which the fellowships are awarded, location of training, and the time 
schedule for applications. Copizs of the report may be purchased for $1.00 from the 
National Health Council, 1790 Broadway, New York 19, New York. 
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The Biocultural Theory of Schizophrenia 


Anthony F.C. Wallace, Ph.D 


EASTERN PENNSYLVANIA PSYCHIATRIC INSTITUTE AND UNIVERSITY OF PENNSYLVANIA 


PHILADELPHIA, PA 


Walk with me on rounds through a ward for disturbed chronic schizophrenic 
women at a large state mental hospital. We shall view the unit, the staff, and the 
patients, not with the eye of the physician in charge, who is concerned with the 
management and therapy of sick persons, but with the eye of the visiting anthro- 
pologist. We shall look for evidence, in the behavior of these unfortunate people 
and in their present circumstances, of their status in American society, and beyond 
this, of the culturally patterned process that has brought them here. And in par 
ticular, we shall be anxious to find clues to the relationship between biological and 
cultural factors in schizophrenia, for an understanding of these factors 1s one of the 
major needs of contemporary social psychiatric theory 

We have come to a large brick building known as ** B-9,"’ one of the newer and 
better-staffed structures at the hospital. A few women, dressed in baggy cotton 
dresses, flat shoes, and cotton anklets and with frizzly hair, amble slowly along the 
sidewalk or sit motionless on the stone steps in front of the building. One woman, 
holding a cigarette in her left hand, lights a second at the center of its length; her 
hand shakes violently. The women stare mutcly at us as we unlock the front door. 

Within, we find ourselves in a bare lobby. Although the building is only five 
years old, a faint musty smell permeates the air. A nurse behind the counter admits 
us to the wards. We follow her down a dark corridor paved with asphalt tile and 
walled with glazed tan cinder blocks. Beyond a second locked door, and past another 
nursing station commanding the hall, we find the unit we seck. There the nursing 
supervisor turns us over to the nurse on the ward. 

It is mid-morning, and except for a few who have been escorted to other buildings 
for treatment of physical ailments (colds, cuts, dental caries), all the patients are 
either in the bathroom or congregated in the dayroom. Most of them, we learn, are 
receiving one of the new ataractic drugs; most of them have “'failed’’ on convulsive 
therapies. Their average length of stay is 12 years. The plan of the unit ts a model 
of efficiency for such housekeeping tasks as floor-mopping. The furniture, walls, 
floors, and windows are nearly indestructible. The entrance hall, flanked by the 
nursing station and several locked (and empty ) offices, leads to the dormitory area 
Here the hall narrows to a corridor. On the left are the showers, the tubs, and the 
toilets. There are no doors on these rooms; a showering patient scurries behind a 
partition as we approach. On the right is the dormitory, separated from the corridor 
by a waist-high wall of glass bricks. Forty neatly made cots, covered by brown 
army surplus blankets, are lined up in four rows of 10. A bank of high windows, 
with steel screens, throw sunlight across half the room. 

As we pass through the hall, we are stopped by a patient, a tall, thin blonde, 
dressed in a bright red dress and with bright lipstick, rouge, and eyebrow pencil 
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accentuating the hollowness of the eyes and the caverns under the cheekbones 
She swings provocatively up to the ward physician. She is singing a tuncless song: 
“If [had the wings of an angel, over these prison walls I would fly... .'’ She giggles 
and says: ‘This is all I can sing.’’ The physician says: ‘‘ Hello, Phyllis. How are 
you feeling today?’’ She asks: ‘When am I going to get out of here, Doc?”’ 

‘When you have made a little more progress, Phyllis.”’ 

‘I'm ready now.” 

‘Are you, Phyllis?’’ 

‘Sure. You can get me out of here. Get me out of here and we can see cach 
other.” 

We wouldn't be likely co meet.” 

‘Ie could be arranged.”’ 

We go on to the dayroom. There are about 30 patients sitting on wooden benches 
around the walls, walking about, standing in corners. Perched on a chair directly 
confronting the hall is a young woman. Her legs are drawn up and her genitals are 
exposed. With a fixed smile, she stares complacently past us at the empry hall 
The physician now makes a counterclockwise tour of the benches, greeting cach 
patient by first name, inquiring about her health, asking sotto voce a few questions of 
the nursc, who stays at his side. The nurse is a very pretty girl, good humored, 
friendly with the patients: a dazzling contrast to the sallow, sullen, and ugly figures 
slumped on the bare benches. The smell of urine ts strong now, and we see a woman 
sitting on the floor, urinating, and dabbling in the spreading pool. The nurse says 
‘IT thought you had stopped wetting yourself, Jane,’ and leads her gently away to 
the coilets 

We are the object of an intense but covert scrutiny from eyes that turn away when 
we glance in their direction. A woman joins us and stays with us for half an hour, 
jabbering incessantly in a sort of pig Latin (accomplished by dropping the last 
syllable of many words). She frequently repeats an incomprehensible phrase, *' Va 
gol,’ which we suspect means “’ By golly."" Her talk is about food: ginger ale, 
chocolate cake, mince pie; she begs for chewing gum. She keeps her face thrust up 
at her listeners’, just a few inches away when possible. Now and then she is joined 
by a woman who interprets for her; this interpreter speaks clearly and rationally, 
and explains, rather patronizingly, her friend's desires. The interpreter is over- 
dressed; from every button, on cach lapel, from every possible spot on her well-made 
brown suit dangles some ornament: toy dogs, little Christmas trees, earrings, sprays 
of wax fruit 

We hear a disturbance on the other side of the room. A short, stocky, red-faced 
woman stamps her bare feet on the floor, shakes her fist at the air, and commences 
an obscene tirade against her husband, threatening to perform various mutilations 
on his body. The physician informs us that she has been assaulting his image thus 
for about 17 years. Oblivious to all of this, a quiet, tense, nicely dressed, middle- 
aged woman sits at a card table in the center of the room, playing double solitaire 
with the solemn-faced attendant. The attendant, we are informed, plays cards with 
many of the patients. This patient has been improving and may soon go home; 
already she has made week-end visits to her parents. She complains, however, that 
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she is having trouble with her memory: she tries to go through revolving doors 
che wrong way, forgets her change, and so on, 

Now we are joined by a husky, brown-faced woman, who smiles in a friendly way. 
She talks softly in (we are told) Polish, but none of us speaks Polish. We smile and 
nod. Suddenly she gives me a torn piece of cotton belt, places her hands on her 
breasts and abdomen, puts two fingers over her mouth, as if she were smoking a 
cigarette, and says, ‘Kiss."" I look blank. After a moment's consideration of this 
rejection, she winds her belt around her neck, puts a cloth in her mouth, and bends 
over with her legs spread wide apart. Nonplussed, | walk away and hear her laugh- 
ing loudly at my back. Later I wonder whether any of the staff members speak 
Polish. 

Our tour goes on for an hour, with constant repetition of the endless, meaningless 
conversations in unrecognizable languages, the stony-faced silences at the greetings 
of the physician, the maudlin stories of ancient and fantastic wrongs, the whining 
pleas to ‘Help me, Doctor, help me.’” At last we walk out slowly. The girl who 
had exposed herself to us takes the physician's arm and, with a gentle dignity, 
accompanies us to the door. We say good-by to Phyllis, who is now sitting by 
herself on the floor beside the shower room, curled up with head on knees, sulking 


She does not reply. The nurse unlocks the door and we leave 


THE CONCEPT OF CULTURAL CAPACITY* 


How should one conceptualize the disturbed behavior of which we have just de- 
scribed a sample? There are many possible frames of reference, but to me, as a cul- 
tural anthropologist, the most immediately relevant one is provided by the concept 
of cultural capacity 

The patients are, apparently, incapable of culturally appropriate behavior. It 1s 
evident—from the legalities incident to commitment, continued hospitalization, 
and release; from the extraordinary precautions taken by the hospital staff co prevent 
the patients from injuring themselves, the staff, or the hospital property; from the 
care with which the patients are insulated from the surrounding urban world 
that these people are not considered fit to participate in the culturally organized way 
of life of their home communities. They have been extruded by society. It is the 
responsibility of the hospital staff to maintain this extrusion, as humancly as possible, 
until such time as the patient, responding to treatment or to some mysterious process 


of spontaneous remission, is able to convince physician and community that he is 


fit to return 
Society, and the medical profession, are not wrong in their judgment that these 


very sick schizophrenic persons not merely do not, but cannot, maintain the system 


* In an carlicr paper™ I have discussed some of the dimensions of ‘capacity for cultur 
cepts of semantic organization, and I have briefly indicated their relevance to the blems of psychosi 
Miss Ruth Blumenfeld, a graduate student in anthropology at the University of Pennsylvania, has inde- 
pendently been formulating a doctoral dissertation involving a study of th uleural capacity’’ of m 
patients. I have made no effort to discover the history of the concept of, or term, cultural apacity, 


have no doubt that it is not original with me 
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of culturally appropriate behavior. Even when aspects of their behavior are evi- 
dently part of the cultural repertory, these “‘correct’’ acts are done in “incorrect” 
situations.* The responses of schizophrenic persons are thus so frequently inade- 
quate, in both important and trivial matters, and these patients so consistently fail, 
despite years of encouragement for the ‘‘right’’ and discouragement for the‘ wrong”’ 
responses, to reorganize their behavior that it is entirely reasonable to infer a cultural 
incapacity. But in our examination of the nature of this incapacity, two consider- 
ations must be borne in mind: first, most of these schizophrenic persons once were 
able to behave appropriately (usually at least until mid-adolescence), and second, 
the behavior of the schizophrenic patient is, item for item, reproducible in normal 
persons. 

The first point is obvious enough: with the exception of the rare cases of *’ child- 
hood schizophrenia,’’ the cultural incapacity of the schizophrenic patient follows a 
period of at least borderline normal capacity. The schizophrenic person's behavior 
represents a disintegration of a system of behavior that was once culturally organized. 

The second point requires some elaboration. Bizarre as the kind of behavior re- 
ported in the introduction of this paper seems to be, it is the unsuitability of the act 
to the situation in which it is performed, rather than the act itself, that makes the 
behavior bizarre. The ineffectual sexual advances, the exaggerated expressions of 
chagrin, the refusals co talk, the tirades, even the incontinence and self-exposure are 
taken as evidences of illness because they are poorly matched to time and circum- 
stance. It is therefore usually the relation between the act and the situation that is 
bizarre, not the act itself. Now such a bizarre relation between situation and action 
could, theoretically, be produced by a person with any one of four difficulties: he 
has failed to learn the meaning of the situation in terms of the response appropriate 
to it; he has failed to learn how to execute the response; he has learned but is unable 
any longer to assign to the situation the meaning that implies the appropriate, 
already learned response; and he has learned but is unable any longer to execute the 
response. The first two alternatives are ruled out by the consideration, already 
mentioned, that most schizophrenic persons have, before their illness, been able to 
understand situations and respond with culturally acceptable behavior: to put it 
simply, they have known when, where, and how to (and not to) urinate, defecate, 
make sexual approaches, raise their voices in anger, sulk, be silent, and so on ad 
infinitum, in at least a minimally acceptable form 

The cultural incapacity of the schizophrenic patient is accordingly a decrement in 
his ability to assign already learned meanings and to perform already learned tasks 
in the culturally recognizable situations. As we examine our sample of disturbed 
behavior more closely, we can see how the incapacity operates. A woman requests 
that she be allowed to go home—this is a natural wish, but she fails to take into 
consideration the crippling nature of her illness. She tries to use her physical charms 
to influence the physician—but her attempts at seduction are crude and out of place. 
A woman wants to adorn herself with jewelry—but she misjudges the quantity that 
is attractive. A woman wishes to be kissed and/or to be given a cigarette—but she 
chooses an impossible occasion. Then she wishes to apologize for embarrassing the 
visitor—and so she pretends to hang herself. In every instance, either important 
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culturally standard dimensions of meaning in the situation are ignored or important 
dimensions of action in the response are not included. Frequently both failures are 
evident. But in either case, to the culcurally conventional eye of the observer, the 


response is in grosser or lesser degree inappropriate to the occasion 


DESEMANTICATION 


Thus we suggest that culcural capacity is a function of the richness of a person's 
semantic functions. Some perceptive schizophrenic patients have described the ex 
perience of semantic poverty (frequently labeled by the psychiatrist as “feelings of 
unreality in graphic terms. Perhaps the most vivid account was given by Seche 


havye’s famous patient in her autobiography 


During cla the quiet of the work period, Ih ard the street noiscs—~a trolley passing, people talking 
a horse neighing, a horn sounding, cach detached, immovable, separated from its source, without meaning 
Around me, th ther children, th plattorm, the teacher, too, talking, gesticulating, rising to write 
the blackboard, was a grotesque jack-in-the-box. And always this ghastly quict, broken by outsidk ! 
coming from far away, th implacabl sun heating the room, the lifeless immobility An awful terro 
be in wanted to scream. On the way to school in the morning at 7:30, sometimes the same thing 
hapy 1. Suddenly the street became infinite, white under the brilliant sun; people ran about like anes 
ma t 2uromob ircled in all directio air ssly; in che distar a bell peal d 


Similar experiences were described by the famous Schreber, whose autobiography 


Freud and others have analyzed 


the direct f the Bavarian Station I saw beyond the walls of the Asylum only a narrow strip of land 
which ked quite strange to me, and very different from the character of this district which I knew 
“ at cin ne spoke of a “holy landscap The whistle of trains, which I could hardly have missed 
I did not hear ar all for some considerable time. Only the face that the gas-lights continued burning mad 


me doubt whether Fleschig’s Asylum was in fact completely isolat 


Hackett'! described the sense of unreality as an inability to find associations to 


Zive Meaning to experience 


It was just that sometimes I had a terrific sense of unreality. Suddenly | found myself in the present 
and all the immediate cords to the present had been severed. Like when someone wakes up in a strang 
roor Except that I had lived in the room for months. I often felt dazed. Or I awoke with a mood upor 
me as though I| had dreamed something that disturbed me but did not remember what it was. Like a song 
going through your mind without any association with words or memory. Until you locate it in your 
own memory it is a disturbing thing to you. Then when you remember the words to the tune or make son 
association with it the whole thing 1s no longer important 


Jane Hillyer’? recounted her inability, at the beginning of illness, to execute simple 
household tasks 


To make a bed—an endless task. The sheets were so big, they flapped like sails in an adverse wind; 
they slipped and grew bunchy under my hands. What funny piles they lay in. They did not look lik 
nothing I had ever seen before, heaps of unearthly stuff, shapes from a nightmare. If they would stay 
still ic would be better, but they moved. Each form was more disturbing than the last. Some onc, I re- 


membered, quietly took the sheets from my hands 
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Later, she remarked on her incapacity for relating her perceptions to autochthon 
ous thought processes: 


Now, at times, I could only carry on one type of thought process. Outside contacts were somchow 
broken. Not being bothered with them I was apparently able to concentrate upon my own inner ideas 
the more casily. The state was comparable to the difference between the distinctness with which onc 
experiences things in dreams, undisturbed by actuality, and the more or less shadowy act of remembering 
Mentally I was in the sad state of a hypothetical tennis player who, if he keeps his eye on the ball, loses 
control of the racquet, and while managing his racquet successfully cannot keep track of the ball 

Tooth*® described the same phenomenon in an 18-year-old native African youth 
‘On examination the boy said that he did not feel ill but found it difficult to under- 
stand what was said to him— the sounds seemed mixed.’ *’ 

It is thus apparent that, as the patient experiences it, the commonly reported 
“feeling of unreality’’ and the concomitant inability to behave adequately repre- 
sent primarily a state of desemantication in which the normal richness of meaning 
evoked by common situations has been radically truncated. Where dozens of asso- 
ciations and impulses had previously sprung up in answer to some stimulus, now 
only the simplest and crudest dimensions of significance emerge, and sometimes 
nothing at all. Not merely the patient's individuality, but his competence to under 
stand and to act on a minimally adequate culcural level, becomes seriously impaired, 
and such simple tasks as making a bed, or remembering to turn a revolving door 
counterclockwise, or recognizing close relatives present insuperable dilemmas 
Naked perception, devoid of meaning, floods the consciousness, evoking sometimes 
only an uncanny sense of déja vw and sometimes nothing but the panicky sense of 
total isolation from anything familiar or understandable 

Let us conceptualize the phenomenon of desemantication as lying in a continuum 
or dimension of *‘ meaningfulness’’** whose values are measured by the average 
number and degree of organization of meaningful associations (memories, ideas, im- 
pulses, intentions to act) evoked in a subject by a series of culturally standardized 
and personally familiar situations. Each separate association we shall call a‘’ predi- 
cate,’ in the sense that it may be considered logically a proposition about the stimu- 
lus situation. We may roughly distinguish five ranges of values corresponding to 
five states (or “‘ levels’’) that may be experienced by human beings: 

Level 1; Supertor. Stimulus situations evoke relatively many complexly and orderly 
interrelated sets of predicates, which remain conscious or preconscious during ex- 
tended transactions. The meaning of a stimulus includes not merely all relevant 
culturally appropriate predicates but extensive personal or idiosyncratic meanings 
as well. 

Level 2: Normal. Fewer predicates are evoked, in less orderly and less-sustained 
relationships. The meaning of a stimulus will include fewer cultural alternative and 
fewer uniquely personal meanings. The semantic pattern is relatively stereotyped 
but 1s culturally acceptable. 

Level 3: Borderline. Still fewer and less well-organized predicates are evoked. 
Barely sufficient semantic space is provided for the achievement of minimally ade- 
quate cultural meanings. The person's richness of experience is, as it were, limited 
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at best to the scope of an ethnographic monograph; idiosyncratic meaning structures 
must be either pruned away or appear as ‘‘queer’’ or‘ psychopathic’’ because they 
exist only at the cost of minimum cultural adequacy. 

Level 4: Acute and Disturbed Chronic Schizophrenia. Insufhcient predicates are evoked 
to permit functioning within culturally acceptable limits, even if (as is rarely the 
case, except in well-systematized paranoias) the orderliness is high. The patient 
experiences feelings of unreality. 

Level 5: Deteriorated Schizophrenia. Nery little meaning is attached to sensation 
beyond the crude physiological responses (described by Aricti*), like grasping, 
mouthing, defecating, urinating, sleeping. 

Anthropologists have recently been examining the organization of various cog 
nitive structures that are minimal prerequisites to culturally adequate behavior 
Using the techniques of componential analysis, for instance, it is possible to specify 
the minimum complexity and organization of the matrix of concepts that define the 
common kinship terms in any language. And it is possible to write minimum pro- 
grams for logical equivalences that, in series, constitute culturally standardized pat- 
terns of interaction.** Thus, from an analysis of culcural materials, one can specify 
the range of values within semantic level 3 that lic on the vorderline between normal 
meaningfulness and schizophrenic unmeaningfulness. But we shall not enter into 
the intricacies of cultural semantics here; these are research problems under current 
investigation, and it is sufficient to point out that a person who is chronically unable 
to perform the semantic operations necessary to acceptable cultural participation 
will, if he does not spontaneously withdraw, sooner or later be extruded by his 


group because of the inconvenience he imposes on them. 


DETERMINANTS OF SEMANTIC LEVEL 


Two kinds of general theory have been advanced to account for the phenomenon 
of catastrophic decrement in semantic level (and usually for other phenomena as 
well) in schizophrenia. The first kind of theory adduces learning as the mechanism; 
the second, organic deficit. 

The theory that schizophrenia is a learned pattern of behavior is based on the 
notion that the schizophrenic person's life history has been so misarranged that he 
has generalized painful associations to much of his experience with ‘‘reality 
Therefore only such behaviors as social withdrawal and autistic fantasy (often hal- 
lucinatory) are experienced by him as reliably rewarding. Because they are reward- 
ing, they are perpetuated. Feelings of unreality thus are regarded as secondary 
products of a motivated withdrawal of affective cathexis from the pain-producing 
world of real objects. In the psychoanalytical version of this theory, these feelings 
of unreality, frequently associated with self- and world-destruction fantasies, may 
eventually themselves become so painful that the victim is, sometimes, gradually 
motivated to recathect the real world and thus to achieve "'spontancous"’ remis 
sion.’ The desemantication, therefore, is not regarded as a valid loss of capacity so 
much as a learned refusal to apply that capacity to stimuli because of the unpleasant 
content of the meanings that have been associated with those stimuli. Various 
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circumstances in the carly histories of schizophrenic persons have been blamed for 
establishing such a prevailingly negative coloring of meaning: social isolation,'® 
the internalization of the ‘*‘ bad"’ mother image,‘ the ‘double bind,’’*: *° and so on 

The learning type of theory, although it is superficially plausible, possesses a 
serious weakness as an explanation for semantic decrement. Learning theories all 
rely fundamentally on the familiar notion that behavior that is rewarding ts re- 
peated: chat is, to put it crudely, that in situation X the organism does A rather 
than B because in the past, in this situation, doing B has resulted in the experience of 
less pleasure than doing A. (The pseudo-objectification of dubbing ‘pleasure’ a 
“‘reinforcement’’ and of identifying ‘‘a"’ reinforcement by the perpetuation of the 
associated behavior merely makes a logical tautology out of a phenomenological 
truism.) If only unpleasant meanings were lost to the schizophrenic person, dese- 
mantication would obviously be rewarding. But this is not the case, for pleasant 
meanings are lost as readily as unpleasant. There is in fact .o empirical evidence to 
show that desemantication (as opposed to other symptoms) is positively reinforced 
by any system of rewards, but there is a great deal of evidence to show that it ts 
negatively reinforced by multiple punishments acutely felt by the victim. Learn- 
ing theory, indeed, should predict that a chronic and generalized semantic decrement 
could never be learned because of its heavy negative valence in the hedonistic calculus 
of every person in every culture. Learning thus can account for the operation of 
various well-documented symptom-producing mechanisms of ego defense,‘ * which 
we shall discuss later, but (as Freud intuitively recognized) it cannot be held re- 
sponsible for the disintegration of the ego itself.* 

Although, by a process of elimination, we have been forced to conclude that the 
cause of desemantication must be an organic event, we are not able to identify and 
describe the organic event itself. A host of clues are available but their interpre- 
tation cludes us. The impressive genetic data, the shock and ataractic drug thera- 
pies, psychosurgery, the experiments with hallucinogens, the discovery of various 
biochemical anomalies in schizophrenic body fluids in responses to stress, and so 
on have not yet yielded any clear indication of the nature of the biochemical lesion, 
or deficit, that makes certain persons vulnerable to schizophrenia.'* Indeed, it may 
be that there are many such lesions and deficits, any one or a combination of which 
can act through some final common path to disturb the semantic functions of the 
brain 

But for our purposes here we do not need to know whether schizophrenia is one 
disease or a syndrome common to several, nor need we identify the physiological 
event that precipitates it. For we are concerned now with describing the long 
psychosocial process that occurs when a culturally normal person, as a result of an 
as-yet-unidentified biochemical insult, experiences the onset of chronic desemanti- 
cation 


THE SCHIZOPHRENIC PROCESS 


It is not difficult to empathize with the schizophrenic patient's initial experience 


* This ts not the place to discuss the relationship of the concepts of ego, mazeway, personality, organiza- 


tion factor, semantic capacity, and so forth. Sec, however, discussions in Rashkis'® and Wallace.? 
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of severe desemantication. Every human being has undergone the minor alterations 
of semantic level that attend such phenomena as gross fatigue, extreme fear or anx- 
iety, intoxication, debilitating illness; every human being has known the embar- 
rassment of failures in knowledge or skill, the discomfort of being a stranger lost in 
an unfamiliar town, the misery of contempt and ridicule. Usually these are transi- 
tory dysphorias, which the normal person learns to avoid and forget. But the 
schizophrenic person cannot avoid them. He cannot depend on his own brain to 
protect him from these continually recurring collapses of meaningfulness. As the 
schizophrenic person admits when he no longer sees any advantage in concealing his 
incapacity from himself or the investigator, he suffers agonics of loncliness, fear, 
and shame. He knows, only too well, that if he does not “snap out of it,’’ he will 
be shunned and finally pushed aside by loved ones and casual acquaintances alike 
because of his inability to play the roles that, in line with past performance, he ts 
expected to play. 

A further glimpse into the experience of desemantication is given by Goldstein's!” 
descriptions of the fate of victims of extensive brain damage. Although the par- 
tially decorticated patient is different from most schizophrenic persons in the con- 
tinuousness of the dysfunction (early schizophrenic desemantication, at least in the 
autobiographical reports, seems to be an intermittent state), and furthermore prob- 
ably does not suffer precisely the same dysfunction as what we call desemantication, 
the two situations are parallel. Both schizophrenic and brain-damaged patients are 
forced to recognize a severe drop in their ability to execute previously simple tasks 
For the victim of brain damage, the confrontation of his own mental incapacity is a 
shattering experience, and his response—tears, rage, physical assault because of frus- 
tration—may be so drastic that it has been called the “’ catastrophic reaction.’’'° 
The brain-damaged patient quickly learns, however, to avoid situations that exceed 
his capacity for adequate response and develops various simple protective devices to 
accomplish this self-insulation from potentially catastrophic challenges. ' 

It is the main thesis of this paper that the symptomatology of the schizophrenic 
process is to be understood as desperate efforts of the schizophrenic person to protect 
himself from the catastrophic consequences of desemantication. Thus we interpret 
the schizophrenic process by principles similar to those developed by Bleuler® and 
Goldstein, '® conceiving of the essential lesion as an organically determined thinking 
disorder and of the process itself and the symptomatology as the patient's defensive 
responses to his awareness of the supreme threat, presented by that disorder, to his 
maintenance of a culturally acceptable position in the group. The desemantication 
itself, however, reduces the cultural adequacy of the very attempts that the schizo- 
phrenic patient makes to preserve his position; his efforts to save himself will prob- 
ably only establish within his own mazeway (1.¢., the organized totality of his per- 
ceptions of *‘reality’’*”) still further culturally incompatible habits and beliefs whose 
failures in turn reinforce his conviction of inadequacy. Stress accumulates, such 
prerequisites to organic survival as cating and sleeping are further disturbed, the 
organic lesion widens, and the process degenerates into a vicious circle of increasing 
distortion of mazeway and decreasing cultural capacity, with the patient's struggles 
merely miring him deeper in the quicksand of social and self-rejection. To him and 
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to the horrified spectator, the process has an aspect of insidious and ominous inevita- 
b‘licy, as if the disease were a cancerous thing inexorably consuming the tissue of 
his mind. And at last, indeed, the severance of the victim from society is accom- 
plished by voluntary withdrawal or by extrusion into a mental hospital, where, if 
prompt remission is not achieved, the prognosis is commonly marked ‘not favor- 
able.” 

Such a process, and its phases, can of course be represented by a number of models. 
For heuristic purposes, it is convenient to think of the schizophrenic process as 
having four stages. We shall now outline the stages and, at the end of the section, 
discuss certain limitations on the field of application of the schema. 

1. Premorbid Stage. The patient is at semantic level 1 or 2; his behavior is culturally 
adequate. He may display symptoms of a “'normal’”’ transference neurosis, even of a 
degree requiring clinical intervention, but he is able to maintain a position in the 
group with only such transitory interruptions as physical illness, fatigue, reactive 
emotional crisis, and other factors may elicit. He is confident of his ability, in the 
long run, to solve his problems and fulfill his needs, and considers that he is essen- 
tially “normal.” 

2. Initial Desemantication. This is precipitated by a (usually) unidentified organic 
lesion, and the patient experiences episodes of relative meaninglessness (semantic 
levels 3 and 4) (sometimes associated with other symptoms, such as hallucinations, 
bodily sensations). Although these events are subjectively frightening and may 
cause real social embarrassment or practical inconvenience, the patient defines these 
feelings of unreality, alienation, and loss of control as ‘upsets’ of his normal mode 
of functioning. He attempts to continue the normal pattern of his life, hiding the 
experiences from others and using © will power’’ to deny their threatening nature to 
himself. In this response he is usually encouraged by his associates. While he 
waits for the affliction to go away, he may try simple‘ rational’’ remedies like added 
rest, a vacation, more recreation, blood tonics, prayer 

3. The Psychotic Neurosis. As desemantication becomes more frequent and more 
severe, the paticnt experiences mounting panic. His desperate efforts to avoid be- 
trayal of his incapacity for adequate cultural participation are motivated by a not 
entirely irrational fear of social extrusion. A repertory of more or less “‘ bizarre”’ 
beliefs and actions comes into play, which represents efforts to maintain a favorable 
self-image and to maintain position in the group without putting the patient into 
situations that threaten catastrophic revelation of his inadequacies. Paranoid system 
formation, physical withdrawal, silly attempts to laugh off the whole thing, and 
alcoholism are some of the defensive maneuvers that constitute the developing 
‘psychotic’ neurosis. Meanwhile, the “‘normal’’ neurosis is disorganizing as its 
more intricate mechanisms of defense exceed the cognitive capacity of the patient; 
decompensation sets in, adding to the patient’s burden of anxiety (and, incidentally, 
giving rise to the illusion that it was the pressure of this neurosis that ‘‘caused"’ 
the psychotic breakdown in the first place). Desemantication requires the patient 
to interpret situations ever more simply and to respond ever more crudely. Depend- 
ing on the cultural equipment available, the patient may seck professional help, but 
even in this effort his effectiveness is hampered by cognitive difficulties. At some 
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time during this period, voluntary withdrawal or extrusion (in Western society, into 
the mental hospital) will occur. But the psychotic neurosis may persist for years 
If desemantication proceeds to level 5, even a psychotic neurosis cannot be main- 
tained and the patient seems to be almost completely amental, but such extreme 
Cases are rare. 

4. Psychotic Acquiescence. After the psychotic neurosis has proved its inadequacy 
to protect the patient from that which he most fears—abandonment by society 
it is likely to be extinguished (as learning theory would predict Normal neuroses 
are difficult to extinguish precisely because they are effective.) The extinguishment 
of the psychotic neurosis usually does not bring about any substantial improvement 
of semantic level, however. The patient is now a‘ burned-out schizophrenic’’ who 
apathetically putters about the hospital grounds, performing simple menial tasks and 
aspiring to no more than food, cot, and an orderly day's routine. Although he now 
accepts the fact of his reduced capacity, he is still (paradoxically, it might seem 
capable of some cultural improvement. Psychotherapy can repair some of the 
mazeway damage suffered during the phase of the psychotic neurosis, and rehabili- 
tation procedures can encourage and train the patient to function at a more complex 
level than that of the simple hospital laborer. If his semantic capacity is within 
level 3, he can even be trained to fulfill “‘ outside™’ culrural roles, with some minima) 
adjustment by properly oriented associates who respect his limitations 

The foregoing schema deliberately represents what, in sociological jargon, is 
called an ‘‘ideal type’’—-in this case, the most frequent course of events if no effective 
therapeutic intervention, or process of spontancous remission, interrupts the down- 
ward course. But it must be emphasized here that effective therapy and spontancous 
remission do occur in many instances, particularly during stage 3. Electroshock and 
insulin therapies, for instance, may precipitate an improvement in semantic level 

the patient “‘clears’’), or the process of mazeway resynthesis, which apparently is 

triggered by the physiological milieu of the exhaustion phase of the general adapta 
tion syndrome, may reverse desemantication and thus permit the patient to reorganize 
the jumbled elements of the psychotic neurosis and the remains of the “‘ normal’ 
neurosis into a more or less viable mazeway system.** And undoubtedly other 
physiological events, some of them unknown to us at the present time, may also 
reverse the process of desemantication and permit the patient to return to approxi- 
mately his premorbid personality. Certainly a large proportion of schizophrenic 
patients on first admission seem spontancously, after an ‘‘acute’’ phase in which the 
semantic level is 4, to return to a semantic level of 2 or 3 within a few weeks and to 
be readily amenable to further treatment 

The reader will have observed that in this analysis little weight ts placed on either 
a supposed regular prepsychotic deterioration or on psychotherapy. With respect 
to the supposed presence of ‘slow burn”’ prodromal symptoms, we take the view 
that these are simply evidences that the patient has been in stage 2 for some time 
But it must also be emphasized that diagnostic hindsight, based only on the bare 
outline of a twe-page social history may casily misperceive a perfectly normal child's 
reputed shyness as an ominous ‘autistic withdrawal’’ or instances of discovered 
petty delinquency as outbursts of antisocial tendencies,’’ and that many delinquent, 
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shy, excitable, worrisome, annoying people never become schizophrenic. With 
respect to the evaluation of the psychotherapies as a general method of treatment in 
schizophrenia, we have reservations. While psychotherapy undoubtedly can and 
does tie up the raveled fabric of the disorganized or culturally inappropriate mazeway, 
even in schizophrenia, it would seem that after termination of verbal treatment the 
fabric is disappointingly often found to unravel again in a few weeks or months, 
because the patient simply does not have the semantic capacity to maintain, without 
constant suggestion, the organization that has been so laboriously produced in psy- 
chotherapy. Thus we would feel that psychotherapy for schizophrenia is essential 
but insufficient: it is required to forestall further, and to repair existing, mazeway 
damage, but it is necessary that a radical lifting of semantic level be achieved, by 
spontancous remission or direct physiological intervention, before the psycho- 
therapy will maintain its effect. This stricture can be applied, but with less vehe- 
mence, to rehabilitation programs, which aim less at psychotherapy in the classic 
sense than at training the patient to make maximum use of his cultural capacity, 
whatever the level of that capacity may be 


CULTURE AND EPIDEMIOLOGY 


Hitherto we considered only the typical schizophrenic process in the individual 
case. Now we turn to the cultural epidemiology of schizophrenia. 

It should be apparent, from the previous discussions of cultural capacity and the 
schizophrenic process, that different culcural milicus should yield different schizo- 
phrenic symptomatologics. That this ts indeed the case is suggested by the various 
“ethnic psychoses,’’* such as the Algonquian windigo psychosis. In this syndrome, 
which is apparently peculiar to certain Indian hunting populations in the boreal 
forests of North America, the victim experiences the delusion that he is turning into 
a cannibalistic giant. Although the schizophrenic process seems to follow the 
classic outline, the defensive paranoid formations do not display the so-called homo- 
sexual panic common among Western European paranoias*' but rather a‘’ cannibalistic 
panic.’" This difference in symptomatology is probably a function of the difference 
in culcural milicu.'* Similarly, Singer and Opler*‘ have demonstrated clear-cut 
differences in modal symptomatology between Irish and Italian male schizophrenic 
patients in New York City, the Irish favoring withdrawal and alcoholism, the 
Italian verbal and physical aggression, as responses to the circumstances of illness. 

Such instances could be multiplied, but we are concerned with their implications 
for the theory of schizophrenia. If we assume that the canonical form of the schizo- 
phrenic process, described in the preceding section, is valid, then the differences in 
symptomatology represent not different disease entities but alternate forms displayed 
by the same disorder. Specifically, it follows from the general biocultural theory that 
culturally distinct populations will produce different frequencies of various symptoms 
because cach culture provides the patient and his associates with a distinctive set of 
theories about the cause and nature of his illness and about the appropriate defensive 
and therapeutic responses thereto,** and each culture is associated with a distinctive 
frequency distribution of personality types (and of ‘‘normal’’ neuroses), whose de- 


BIOCULTURAL THEORY OF SCHIZOPHRENIA Wallace 71) 

















compensation will provide much of the symptomatic content of the psychotic neu- 
roses.'? Thus, even though the phenomenon of desemantication and the ensuing 
stages of the psychotic process are invariant cross-culturally, the symptomatic form 
of the psychotic neurosis, the response of society thereto, and the manner of psychotic 
acquiescence will differ in all but the rare instances of terminal deterioration. 

The influence of culture on epidemiology has a second dimension, concerning which 
little is presently known, but which will in the future undoubtedly become a central 
issue in preventive psychiatry. This dimension is statistical: the relative incidences 
and prevalences of schizophrenia in culturally different populations. Several cele- 
brated studies’: * '* have shown that dramatically different rates of schizophrenic 
illness prevail in culturally different social groups. The most recent perhaps is the 
Hollingshead and Redlich survey'® of patients in treatment in the New Haven, 
Connecticut, area. This study demonstrated, among five socioeconomic classes 
distinguished in the New England community, significant differences in prevalence 
of treated schizophrenia. The contrast between the highest and the lowest class 
was on the order of nine to one (in favor of the higher class)! Such findings are not 
easy to interpret in terms of responsible etiological factors, however. Plausible 
explanations of personality dynamics adducing such sociocultural variables as infant 
and child care, family structure, cultural conflict, social isolation, and so forth have 
shown a disappointingly reliable tendency to evaporate on close logical and em- 
pirical scrutiny.'* 

Perhaps a more profitable line of investigation into the cultural epidemiology of 
schizophrenia lies in a search for significantly correlated dimensions of differences in 
the physical milieus of the populations. An example taken from a public health 
survey in the Gold Coast of West Africa is most instructive here. Tooth*® fourd that 
95 (55 per cent) of his sample of 173 patients with mental illness displayed a schizo- 
phreniform picture. And of these 95 schizophreniform patients, a full 24 (25 per 
cent) suffered from a definitely ascertainable physical disease—trypanosomiasis, or 
sleeping sickness. Simply because of the fact that the agent of the organic lesion 
was ascertainable by blood examination, however, these cases were not diagnosed 
and listed as schizophrenia, although ‘‘there is little to distinguish it [erypano- 
somiasis| from schizophrenia."’ But from the standpoint of the biocultural view- 
point expounded in this paper, the trypanosomiasis psychosis is a variety of schizo- 
phrenia whose organic etiology is known. And, furthermore, many of the cultural 
factors in its epidemiology are known as well, since likelihood of infection from the 
bite of the tsetse fly is dependent on the physical milicu, on the agricultural and 
sanitary technology, and on the work migration patterns of the affected population 

It may not be inappropriate here to remark that investigation of the nature of the 
organic lesion or deficit responsible for schizophrenic desemantication has been 
blocked by a peculiar semantic obstacle in the language of psychiatry itself. When- 
ever a schizophreniform syndrome is assignable to a known physical agent, the syn- 
drome is no longer classified as schizophrenia.' Thus research increasingly terds to 
concentrate on precisely those cases whose physiological anomalies are least well 
understood. Might not an intensive examination of the onset and course of such 
schizophreniform “‘organic’’ psychoses as are initiated by diseases like trypano- 
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somiasis reveal the disorders in neural mechanism that, as final common path, are 
responsible for the onset of desemantication not only in these specific entities but in 
all schizophreniform processes? 


CONCLUSION 


We have outlined a bioculcural theory of schizophrenia. Schizophrenia is con- 
sidered to be a processual syndrome of four regular stages. It is initiated by severe 
chronic desemantication in a patient who has suffered an (as yet undefined ) organic 
lesion or deficit. Desemantication renders the victim incapable of adequate cultural 
participation. The bulk of the patient's symptomatology can be interpreted as a 
‘psychotic neurosis’’ in which he attempts to restore his capacity or to defend 
himself from the social consequences of this incapacity. But these restorative and 
defensive efforts are themselves doomed to social failure because of the cultural in- 
capacity of the patient unless spontancous remission or therapeutic intervention 
reverse the desemanticatior. Eventually social withdrawal or extrusion and finally 
psychotic acquiescence bring the process to a plateau of stabilization. The effect of 
culrural differences in influencing the epidemiology of schizophrenia is considered 
from two standpoints: culture as determinant of the distribution of symptomatologies 
in a population and culture as determinant of incidence and prevalence of the process 


itself. 
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ISTANBUL, TURKEY 


Mevlina and Our Health 


Mevlana Celdleddin Rumi, a citizen of Belh, was a learned man who wrote many 
masterpieces with great delicacy of inspiration. The span of a lifetime is not enough 
for a reading and an understanding of them all. A wealth of eloquence is embodied 
in the work of this holy and enlightened man, whose sole purpose in his writing 
was to raise the general standards of culture. During his lifetime, his sayings were 
compiled, and the Yeds Meclis, a collection of his great sermons, has been translated 
by Prof. Dr. Feridun Nafiz Uzluk. Following are some passages concerning health: 


Patience is the key to joy. 
Advice strikes no chord in those who are not attuned to it 
Life cannot be bought for moncy, so its value is unknowable; the Hindu knows not the value of a thing 


that is cheap. 
He who is stricken by a long and hard disease knows the valuc of the physician 
Those who are dead know not the value of the physician 
Drugs are for the sufferer 
He who is not ill knows the valuc of drugs only by hearsay 
The eye that aches not has no necessity for drugs 
The ambitious live a shorter time than those who are not; budding branches, taking too much of the 


water of this transitory life, soon turn ycllow. 


Is it necessary to explain these beautiful words of Mevlana? This great man’s 
purity of language, his sensitive soul, his delicate feelings speak for themselves. 
His gentle wisdom traces the road to happiness. 


The Sign of the Snake in Ancient Turkish Hospitals 


The Seljuk Turks and their successors the Ottoman Turks established several 
hospitals and medical schools. The oldest of these are at Kayseri, where hospitals 
and schools are side by side (1206), and later were built those at Sivas (1214), Cankiri 

1235), Konya (1219-1233), Aksehir (1259), Kastamonu (1272), Tokat (1275), and 
Amasya (1205). Those at Konya Aksarayi, Erzincan, and Erzurum were established 
around the middle of the eighth century. A typical sign of a snake can be seen in the 
oldest hospitals at Kayseri, Cankiri, and Kastamonu. 

There are a number of traditions that were brought to Turkey under the influence 
of neighboring countries. For example, the curled horns of the god Apis of ancient 
Egypt came by way of Syria, and these took their place as a sign of good omen on 
Turkish domes. The sign of the snake also came from old Egypt by way of the 
medical temples of Asclepius and passed on to the Seljuk hospitals. But none of the 
signs kept their originality, for the Turks changed them according to their own 


national taste. 











At the hospital of Kayseri, built by a woman of royal Seljuk blood, Princess 
Gevher Nesibe, there is a snake in relief wrapped around a circle, which makes a 
twist at the four angles. The head and the tail are pointed upward. A rosace is at 
the center. The snake of the Cankiri Hospital has been placed in the local museum 
It is a double snake in a ring, symbolizing happiness to the ancient Turks. The same 
symbol can be seen in the ornamentation of manuscripts, their bindings, and even 
on old tombstones. The two serpents are like a chain of happiness running one 
through the other. When the two upward curls are cut, there are two heads, and 
when the bottom parts are cut, there are two tails. A type of cloud can be seen under 
them. This symbol has been adopted by Turkish medicine, in the form of a rosette 
worn by physicians. It is also the sign of the Institute of History of Medicine at the 
University of Istanbul. 

The third sign of the snake can be seen near the door of the Kastamonu Hospital 
The serpent here is in semirelief on a plain surface, and can be casily touched. In 
ancient times, mothers thought that their children’s stomach-ache could be cured 
by the stone; they dug at it and then put it in milk that they gave co their children 
That is why this sign of the snake has lost its former shape. Today, this belicf does 
not exist, and the snake remains untouched. No sign of the snake can be seen in the 
Ottoman hospitals 

Dragons, human-faced symbols of the sun and the moon, women with long tresses, 
many kinds of birds or other animals can be seen in the Seljuk buildings. A lion ts 
found in semirelief at the hospital of Kayseri, and human-faced symbols of the sun 


and the moon can be seen at the hospital of Sivas 


Hippocrates’ Fortune 


Among the numerous Ottoman writings are some very interesting stories about 
world-famous physicians. One of these tells of the ancient Greek physician Hippoc- 
rates of Cos, who has an important place in Turkish mythology. Many of the 
good omens of fortunetelling are attributed to him 

Sultan Ahmet the First, an Ortoman ruler, became a monarch when he was only 
14 and died at 28. He had had a religious education, but he showed a special interest 
in painting and mysticism. He ordered the writing of a Turkish fortunetelling book, 
with illustrations. This book is regarded as one of the finest miniature works of its 
period. The artist was a Turk named Kalendar. 

There is another book of this type, which was originally written in Persian and 
then translated into Turkish. The Sultan often consulted this book to find out if 
his deeds would be successful. He would then arrange the affairs of the day accord 
ing to the fortune he found on the page he happened to read 

A picture of Hippocrates in this fortunetelling book shows him riding a phoenix 
on his way to the Caucasus (a fabulous mountain) for a medical treatment. He ts 
dressed in sixteenth-century costume. The bird is the symbol of wisdom, and the 
Caucasus represents the human body, which means that Hippocrates, the physician, 
with the aid of wisdom is going to the people for help. 

The legend for this illustration is as follows 
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To the one who wishes to know his fortune. Know that Hippocrates, the physician, has come to you 
Riding the phoenix he has gone to the fabulous mountain to cure. This means that all your affairs and 
matters will go well. Be happy, for your enemics will not be able to harm you. If you are on the occasion 
of a voyage or a business, you are in luck. You will profit, and no harm or regret is in your way. You 
will meet with pious people. Only you must not forget to pray and help the poor. Then you will attain 


your wishes. 


Sultan Ahmet the First used this book to learn about his own fortune, and we too 
can see the picture of Hippocrates as he once saw it and try to direct our lives with 


wise inspiration, as he did. 


Hadji Pasha’s Last Request of Physicians 


The Turkish physician Hadji Pasha of Konya, also called Hizir, son of Aly (1334- 
35-1424?), was one of the most important Turkish physicians. He practiced in 
Aydinogullari, one of the numerous states established after the Seljuk Empire. He 
first studied law, but because of illness he changed to the study of medicine in Egypt 
He wrote many important Arabic and Turkish medical and scientific books, which he 
dedicated to the Aydinogullari. He died in Birgi and was buried there. The site 
of his grave is still known. 

Seyhs Bedrettin Simavi and Seyyid Serif Ciircani were his close friends, as well as 
being great admirers of his abilities. He met the poet Ahmedi and Molla Semseddin 
Fenari in Egypt. After his medical studies were finished, he first became a physician 
and then administrator of the Kalavun Hospital. There he worked for many years 
and finally began to write. In 1380 he came to Ayasluk to practice medicine for the 
Aydinogullari, and wrote his famous book Sifawl Eskam, in Arabic. This was fol- 
lowed by his other Arabic and Turkish books. 

He wrote three scientific and 10 medical books. One of the views expressed in his 
writings concerns the embalming of the dead. We have compared his methods with 
the old Egyptian embalming processes, and learned that his are still used in Egypt 
and in part in the Islamic world. Hadji Pasha was the first person ever to write about 
this subject in a medical work. 

Another of his important writings concerns his advice to physicians. There are 
many author-physicians, like Ebubekir Razi-Razez, who have taken Hippocrates as 
an example and written books about his advice. Hadji Pasha also used Hippocrates’ 
form, yet he wrote from his own experience and viewpoint. Following is a trans- 


lation of his advice :* 


Every doctor and healer and even people of ideas and sense should know the following facts 
Such people should be right, faithful and against evil, know their religion, act proper in rcligiot 
deeds, be faithful to their prophets, be exact in their speech, be generous, have good morals, and be mercifu 


towards every creature alive 
They should do well to the public and want to gain their good will. They should also avoid viewing 


any condition of intimate relationships of women and men 


* From The Life and Works of Hadji Pasha, the Doctor, by Ord. Prof. Dr. A. Sihey! Unver, translated int 
Turkish by Prof. Ahmet Ates, Istanbul, Kemal Marbaasi, 1953, pp. 78-79 
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They should be quict and be content with what they are bestowed. They should not give way to 
much cating and be content with what they have 

They should keep secrets of others as if they were his own 

Such people should be clean, have smiling faces, and talk kind words. They should never give a sign 
that they use alcohol 

They should not ask too high a fee from their clients especially when they are in need and sorrow 
If the doctor himself is in need of money, he should ask for it in the most polite and kind way 

They should go to visit every sick person when asked; no matter if the patient is a slave or a freeman, 
rich or poor. 

They should send kind words to the patient and answer all his questions if not able to see him per- 
sonally. 

Such people should not communicate with the ignorant, vulgar, and mean persons. They should not 
argue with religious people 

They should never say that a patient will dic or live, and also should not give an exact date of th 
continuation of an illness 

They should show close attention to the lives of their patients as much as their own, Otherwise they 
would do much harm and even kill the patient 

And last they should answer every question with kind and nice words. They should neither writ f 
itter ideas or words of which they are not sure 

Success comes from God and He will find it worthy to help those who help themse! 





SYMPOSIUM ON MEDICINE AND WRITING 


The Symposium on Medicine and Writing that originally appeared in the 
INTERNATIONAL Recorp oF Mepicine has been published recently as a Mono- 
graph. The articles included in this Monograph are: ‘The Editing of a 
Modern Medical Textbook’ by Russell L. Cecil; ‘Plain Talk and Clear 
Writing’’ by Morris Fishbein; ‘The Principles of Bibliographic Citation” 
by John F. Fulton; “‘The Art of Communication” by Joseph Garland; ‘On 
Writing a History of Medicine’’ by Douglas Guthric; and ** Minerva and 
Aesculapius: The Physician as Writer’’ by Félix Marti-Ibafiez. 

This 72-page Monograph is sold for $3.00. As the fourth in the series of 
MD International Symposia, this book is the companion piece of Medical 
Writing, which was published in May 1956. 

To obtain this monograph, write to MD Publications, Inc., 30 East 60th 
Street, New York 22, N. Y. 
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@ INTERNATIONAL CLINICAL NEWSLETTER 


HYDROXYZINE FOR ACUTE ALCOHOLISM. In 102 patients with 
acute alcoholic intoxication, hydroxyzine, injected intra- 
muscularly, resulted in complete disappearance of verbal and 
motor excitement within 10 to 90 minutes, according to a re- 
port to the recent 26th International Congress on Alcohol 
and Alcoholism, Stockholm, Sweden. The pulse slowed to near 
normal; blood pressure decreased by an average of 20 to 35 
mm. Of mercury. When given in proper dosage, the drug 
caused no convulsions or other side effects. 


PORTABLE "LAUGHING GAS" UNIT. A portable "laughing gas" 
generator for use by medical units under combat conditions 
has been developed by the U. S. Army Engineer Research and 
Development Laboratories in Fort Belvoir, Va. Capable of 
producing 40 1b./hour of liquid nitrous oxide, the compara- 
tively lightweight plant will enable the Army to minimize 
the necessity of shipping returnable cylinders of compressed 
gas to and from various theaters of operation. It consists 
of two skid-mounted units that can be carried by truck, 
train, or plane. 


AMPUTEE HARNESS. A modified shoulder saddle harness, re- 
placing the figure eight type, made it easier for persons 
with amputated arms to do heavy work, according to a report 
to the 3rd International Congress of Physical Medicine, 
Washington, D. C. A new cable suspension device permits 
much freer motion at the shoulder and eliminates the former 
difficulty of the harness slipping around the chest. 


PERITONEAL DIALYSIS. Now available are equipment and solu- 
tions for intermittent peritoneal dialysis, using the living 
peritoneum as a temporary kidney. The solution (Inpersol, 
Abbott) contains sodium calcium and magnesium, hexahydrate, 
and dextrose. It is indicated in acute renal failure, bar- 
biturate or other systemic poisoning with dialyzable agents, 
intractable edema, hepatic coma, hypercalcemia, azotemia, 
and chronic uremia. 


XENALIMINE IN INFLUENZA. Approximately 285 patients with 
influenza, representing different virus strains, were 
treated with xenalimine, with fever and length of conva- 
lescence as criteria of results, according to a report to 
the Symposium on the Chemotherapy of Virus Infections with 
New Synthetic Pharmaceuticals, Florence, Italy. Patients 








treated with the drug showed a significant drop in fever 
within 24 to 36 hours and became afebrile during the sixth 
day. Approximately 90 per cent of patients treated with 
xenalimine were considered cured within the first three 


days. 


DECOMPRESSION SUIT IN CHILDBIRTH. A modified version of a 
decompression suit designed to ease pains of childbirth is 
being used in several British maternity hospitals. A hemi- 
spherical cage of steel rods is placed over the woman's ab-— 
domen and then covered with an airtight suit of transparent 
plastic material. Air is extracted from the cage by decom— 
pression, which draws the abdominal wall forward, making 
births easier. 


RARE TYPE OF MEGALOBLASTIC ANEMIA. A rare type of megalo- 
blastic anemia was described at the Annual Meeting of the 
American Society for Clinical Investigation, Atlantic City, 
N. J. The patient could not synthesize pyrimidines and ex- 
creted large amounts of the intermediate, orotic acid. The 
enzymatic defect responsible for the condition was shown to 
be genetically determined. 


PARENTERAL BARBITURATE. A new and highly potent injectable 
barbiturate with extremely brief action is methohexital 
sodium (Brevital, Lilly). Complete hypnosis occurs within 
30 to 40 seconds; patients are said to awaken within 5 to 10 
minutes without anesthetic "hangover." The drug has no 
special affinity for fatty tissues and does not build up in 
them. A low incidence of side effects is reported in 
clinical trials to date. 


STRESS OF URBANIZATION. A comparison of 575 rural Zulu and 
513 urban Zulu from the Union of South Africa showed that 
blood pressures among urban inhabitants were significantly 
higher than those of rural dwellers, according to a report 
to the New York Academy of Sciences conference on Culture, 
Society and Health. It was suggested that certain pres-— 
sures associated with the stress of urbanization and indus-— 
trialization play a role in elevating blood pressures. 


NEW PITUITARY HORMONE ISOLATED. A new pituitary hormone 
that can cause a sharp increase in the concentration of fats 
in the blood has been isolated and described by investi- 
gators at the Columbia University Research Service. The 
hormone, called "fraction H," is the tenth identified from 
the pituitary gland. One injection of fraction H can pro- 
duce a tenfold increase in the concentration of fats circu- 
lating in rabbit blood. 





To Be a Doctor* 


Félix Marti-Ibanez, M.D. 


PROFESSOR AND CHAIRMAN OF THE DEPARTMENT OF THE HISTORY OF MEDICINE, 
NEW YORK MEDICAL COLLEGE, FLOWER AND FIFTH AVENUE HOSPITALS, 
EDITOR-IN-CHIEF OF MD, THE MEDICAL NEWSMAGAZINE 


NEW YORK, N. ¥ 


My course on the history of medicine had ended. Facing me were a hundred and 
twenty-cight young men and women. There were pale faces and swarthy faces, 
students with dark, blond, or red hair, but throughout the entire group the same 
restless light shone in their young eyes, as if they had captured a spark from the sun 
These freshmen of mine asked me to tell them what it means ‘‘ to be a doctor,”’ and 
I ended my course with this explanation: 

Ever since the day you first said those magic words, ‘I want to be a doctor,’ 
you have been wrapped in the colorful fabric of the history of medicine, a fabric 
woven from the ideals, wisdom, endeavors, and achievements of our glorious prede- 
cessors in medicine. 

You have just embarked on a fascinating voyage leading to the harbor of one 
of the most dynamic professions. Year after year new windows will keep opening 
before your eyes, revealing the multifaceted landscape of medical art and science 

But medicine today is so complex chat no human mind can possibly absorb it 
all, as was possible a few centuries ago. Only by using the history of medicine as 
a gigantic frame to contain what you learn is it possible to integrate the numerous 
fragments of medical theory and practice that will be taught you in your student 
years. Only through the history of medicine can one appreciate that to be a doctor, 
in the true sense of the word, is to be not only a wise man but, above all, a good 
man. To be a doctor is, in other words, to be a whole man, who fulfills his task as 
a scientist with professional quality and integrity; as a human being, with a kind 
heart and high ideals; and as a member of society, with honesty and efficiency. 

Contemporary medicine is founded on a series of events that resulted from the 
thoughts and deeds of a few men in the course of history. History is made by men, 
and the greatest among the makers of history is the physician because of the effects 
of his ministry on all other human beings. 

Man 1s the only creature able to make tools with which to make other tools, 
and of all the tools made by him words are the most important. The fabric of 
medicine is woven with words that express the ideas from which they sprang. The 
criginal meaning of the three words—physician, medicus, doctor—that describe 


* This editorial originally appeared in MD, the medical newsmagazine, November, 1960 








our profession is highly illuminating. The word “ physician’’ derives from the Greek 
physis or nature, denoting that the physician has his roots in an understanding of 
the nature of things; the word medicus comes from mederi, to heal, and the pretix 
med means to meditate or think, so that medicus is equivalent to thinker and healer, 
the word ‘‘doctor’’ originaily meant master, instructor. Thus, semantically, our 
profession involves learning, knowing, healing, and teaching. 

In its turn, the word * medicine’’ not only means what medical men do (many of 
the great figures in medical history, such as Pasteur and Paré, were not physicians), 
but also denotes a social science that uses the methods of the natural sciences to 
attain four objectives: to promote health, to restore health, to prevent disease, and 
to rehabilitate the patient. 

Every day, more and more, medicine becomes, above all, the prevention of disease 
and the promotion of health. For only by knowing the healthy man can we cure 
him when he falls ill. Knowledge of the healthy man is obtained by studying our 
fellow beings, both the healthy and the diseased, not only in the mirror of classical 
and modern medical literature but also in current newspafers. You will then learn 
that poverty is still the main social cause of disease, just as it was in archaic times 

The history of medicine epitomizes the history of civilization. The history of 
man has passed through three great stages: man learned to master nature by yielding 
to her laws; he learred to live in society by establishing the first communities; he 
acquired consciousness of his human dignity and of his ability to forge his own 
destiny, which in turn enabled him to acquire greatness 

The physician in his threefold capacity, as a professional, as a member of society, 
and as a human being, has throughout history helped man in his physical, mental, 
and social ascent. As a professional man in particular, the physician has always 
acted as a healer, using magic, faith, empiricism, or rational resources; as a knower, 
he knows the secrets of nature and of the human being; as a preventer, he can arrest 
disease by forestalling its inroads before they develop; and as an organizer, he can 
guide society in fighting the historicosocial process called disease. To heal, to know, 
to prevent, to organize—these will be your four future spheres of professional activity, 
embraced in the expression “‘to be a doctor.”’ 

To be a doctor, then, means much more than to dispense pills or to patch up or 
repair torn flesh and shattered minds. To be a doctor is to be an intermediary between 
man and God. 

You have chosen the most fascinating and dynamic profession there is, a pro- 
fession with the highest potential for greatness, since the physician's daily work is 
wrapped up in the subtle web of history. Your labors are linked with those of the 
colleagues who preceded you in history and those who are now working all over 
the world. It is this spiritual unity with our colleagues of all periods and of all 
countries that has made medicine so universal and eternal. For this reason we must 
study and try to imitate the lives of the great doctors of history. Their lives, blazing 
with greatness, teach us that our profession is the only one that still speaks of its 
duties in this world of today, in which almost everyone else speaks only of his 


rights 
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An ideal of service permeates all our activities: service especially to the patient, 
as a fellow creature isolated on the island of his suffering, whom only you can restore 
to the mainland of health. For that purpose you must know thoroughly not only 
the diseased but also the healthy. 

Your own contributions to medicine can begin even in the golden years of student 
life. There is no need to wait for your medical degree to start making medical 
history. Many physicians while still students made historic contributions to medical 
science: Vesalius, Stensen, Laénnec, Freud, Best, Remak, men who believed in 
themselves and were dedicated to the profession you have chosen for your own. 

From now on your professional conduct must adhere to the moral code of medi- 
cine that began with the Hippocratic oath. Despite its negative aspect in prohibiting 
a number of activities, the Hippocratic oath was not a law but a precept self-imposed 
by physicians who accepted an ideal of devotion and service enjoined by their moral 
conscience. Five types of ethical duties must guide your life: duties to your teachers, 
to society, to your patients, to your colleagues, and to yourselves. 

You have duties to your teachers, because they, the parents of your mind, are 
the most important people in your life next to your own parents. I do not mean 
only your university professors, but any physician from whom you learn anything 
his science, art, ethics, self-denial, or example—-that may become a source of inspira- 
tion im your professional life. You must honor your masters with devotion and 
friendship, for friendship is man’s noblest sentiment, greater even than love. 

Your duty to society 1s to be idealists, not hedonists: as physicians, to accept 
your profession as a service to mankind, not as a source of profit; as investigators, to 
seck the knowledge that will benefit your fellow beings; as clinicians, to alleviate 
pain and heal the sick; as teachers, to share and spread your knowledge and always 
because you are imbued with an ideal of service and not the ambition for gain. Thus 
will you maintain the dignity of our profession as a social science applied to the 
welfare of mankind. 

Your duty to your patients will be to act toward them as you would wish them 
to act toward you: with kindness, with courtesy, with honesty. You must learn 
when and how to withhold the truth from your patients if by not telling them all 
the facts of the case you can relieve or console them, for you can cure them some- 
times, and you can give them relief often, but hope you can give them always. Re- 
member that a laboratory report is not an irrevocable sentence. A hematological 
determination, a roentgenogram, an clectroencephalogram may supply vital informa- 
tion on the organic working of the body, but it is even more vital never to forget 
that, behind all such reports and data, there is a human being in pain and anguish, 
to whom you must offer something more than an antibiotic, an injection, or a sur- 
gical aid; you must, with your attitude, your words, and your actions, inspire 
confidence and faith and give understanding and consolation. 

To your colleagues you have the obligations of civilized men sharing a great and 
noble task and fighting for a common cause in a great crusade. Medicine lives 
and is nourished by the great social prestige it enjoys. Hence, never speak ill of 
a colleague, since tu do so would be the same as speaking evil of medicine and there- 
fore of your own selves. If you have something good to say about a fellow physician, 
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say it everywhere; if you have not, then keep silent. You belong to a team of gallant 
professionals of all races and eras, bound together across the ages and continents 
by a glorious ideal. 

Finally, you will have obligations to yourselves. Every man in his youth forms 
an ideal profile of himself or of what he wants to be. He envisions, while young, 
an ideal program of things to do in life. The rest of his life is spent trying to fill 
in that profile with achievements. Some fail to reach fulfillment, and later it ts 
tragic to see that ideal profile, of which they dreamed during their youth, in ruins, 
with the stumps of things begun but never completed. But in the majority of cases, 
that ideal silhouette created in youthful days really represents our true selves. You 
must live to be worthy of that silhouette. Your life, your work, and your personality 
as a physician must be such that your ideal profile of yourself will be filled in with 
brilliant achievements. 

Learn to live perceptively, using that key to wisdom that comes from secing 
everything with a total perspective and in view of eternity. Learn through science 
to correlate things in space, through history, to correlate events in time, and com 
bine all this knowledge esthetically through the beauty of art 

You are embarking on a noble career in which there is no room for amateurs ot 
dilettanti, a career in which we must all aspire to be masters of whatever we under 
take, for the mistakes of medical carpenters and prescribers’ apprentices can hav« 
tragic results. 

Remember that the important thing 1n life ts to be great, not big, a great man, 
not a big man. Let your actions be great, but preserve your personal modesty and 
humility. What counts in a man and in a physician is his greatness. By greatness 
I mean grandeur in the things we do and simplicity in the way we do them, doing 
things that influence the lives of many people, but preserving always the greatest 
personal simplicity. For greatness ss simplicity. Know how to feel yourself an 
important part of the deeds of history. Try to find out as soon as you can what 
vour ideal self is. Try to be what you truly are; otherwise you will be norhing 
Such was Pindar’s theme: ** Be what thou art.’" Man's dignity rests in his ability 
to choose his destiny. You have chosen the best destiny of all, a life of dedicated 
service and dynamic activity. If you work with faith ard without dismay, all 
your dreams will come truc. 

In your future work you will be in good company. The great physicians of history, 
the glorious figures of the past, will always be near you. When you perform a disse« 
tion, a red-bearded young man with flashing eyes, Andreas Vesalius, will be peering 
over your shoulder; when you make a physiological experiment, the melancholic, 
pensive eyes of William Harvey will be watching you; when you teach medicine, 
the venerable figure of William Osler with his Apollonian head will come ard sit 
like a medical Goethe beside you; and when you approach the sickbed, the shades of 
Hippocrates, Sydenham, and Fleming will gather round to counsel you 

The Greeks created the legend that Delphi, site of the famous oracle, was the 
center of the world, because if two cagles were to fly from any two points of the 
globe, sooner or later they would meet in Delphi. We now know that the two 
cagles of science and medicine do not fly only in space but also in time, ard their 
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wings hover over the illustrious shadows of the investigators, clinicians, educators, 
pioneers, rebels, and martyrs of the history of medicine. The meeting place of those 
two cagles lies not in space but in time, in the future, and in the mind and the heart 
of every one of you who answered destiny’s call to greatness when you decided 


“to be a doctor 
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BOOK REVIEWS 





Great Cases in Psychoanalysis. EDITED BY HAROLD GREENWALD. New York, Ballantine 
Books, 1959. Pp. 256. Price $0.50. 


This is an original paper-bound publication containing 14 important case historics 
of psychoanalysis, which provide an interesting survey of the historical develop- 
ment of the field. The purpose of the editor has been to illustrate the therapeutic 
methods of the great masters in psychoanalysis, whose techniques he has divided 
into three classifications: Freudian, non-Freudian and neo-Freudian, and specialized 
recent developments. An explanatory note preceding cach case history outlines the 
theories of the particular analyst, their place in the historical development of psy- 
choanalysis, and the application of these theories and techniques in the case history 
described. The case reports have been written in each instance by the analyst himself 

In part I, containing cases of Freud and his followers, we have Freud's reports of 
the girl who couldn't breathe and the woman who felt persecuted, Sandor Ferenczi's 
brief analysis of a hypochondriac, and other cases of Karl Abraham, Melanie Klein, 
Theodor Reik, and Robert Lindner. 

Part II, cases of the dissenters from Freud's theories, includes studies by Jung, 
Alfred Adler (the drive for superiority), Karen Horney, Harry Stack Sullivan (the 
inefficient wife), and Carl R. Rogers (the angry adolescent 

The final section includes a report of the application of modified psychoanalytic 
technique to the treatment of psychosomatic disturbances and a report of a group 
psychoanalysis. 

The editor has succeeded in his goal of tracing the historical development of 
psychoanalysis in this interesting and unusual manner. Both the physician and the 
lay reader should find these case histories illuminating and instructive, and quite 


fascinating as well. 


Hearing Loss: What Can Be Done About It. GreYDON G. BOYD, M.D. Philadelphia and 
New York, J. B. Lippincott Company, 1959, Keystone Books, Pp. 190. Price $1.45. 

High Blood Pressure. EUGENE B. MOzZES, M.D. Philadelphia and New York, J. B. Lip- 
pincott Company, 1959. Keystone Books. Pp. 192. Price $1.45 

Parkinson's Disease: Its Meaning and Management. Lewis J. posHay, M.D. Philadel- 
phia and New York, J. B. Lippincott Company, 1960. Keystone Books. Pp 
224. Price $1.45. 

Will My Heart Fail? wittiaM A. jerrers, M.D. Philadelphia and New York, J 
Lippincott Company, 1960. Keystone Books. Pp. 157. Price $1.25 


B 


These four paper-bound books are part of the excellent series of Keystone Books in 
Medicine, under the general editorship of Edward $§. McCabe, M.D., and published 
by J. B. Lippincott Company. Books in this series are written for laymen by spe 


cialists in simple, easily understood terminology. 
Hearing Loss contains a description of the ear, its functioning, hearing disorders, 
and their treatment. A helpful appendix lists rehabilitation centers throughout the 
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United States. Particularly useful to the lay reader is a chapter on rehabilitation, in 
which the author discusses auditory training, speech reading, and speech correction. 
High Blood Pressure is a nontechnical review of the nature, causes, and treatment of 
this condition. The author discusses some general considerations and rules for per- 
sons with high blood pressure, with regard to the daily schedule of activities, meals, 
coffee and tobacco, alcohol, exercise, the job, and other factors, but it is emphasized 
that ‘che worst possible mental attitude for the hypertensive is to consider himself a 
slave to his condition, and to be reminded at every turn that he is a semi-invalid.”’ 
In the final chapter are pointed out various life situations and traits of personality 
that lead to emotional imbalance and are thus dangerous to hypertensive persons. 

Parkinson's Disease is an up-to-date review of the meaning, symptoms, and treat- 
ment of the disease. Current medicinal treatment, physiotherapy, surgical treatment 
are comprehensively discussed. Also included are chapters on the importance of 
cooperation with the physician, on the role of the family and the community in 
helping persons with this disease, and on the outlook for the future of patients with 
Parkinson's disease. 

A description of heart ailments and their treatment is given in Will My Heart Fail? 
Subjects covered include circulation of the blood, diagnosis of heart disease, kinds of 
heart disease, heart attacks, diet research, the artificial heart-lung machine, and 
others. 

Each of these books should be of value to laymen. Further volumes in the series 


will be awaited with interest. 


Atlas of Human Anatomy. ¥RANZ FROHSE, MAX BRODEL, AND LEON SCHLOSSBERG. New 


York, Barnes & Noble, Inc., 1959. Ed. 5. Pp. 180. Price $2.95. 


This is the fifth edition of the valuable Barnes & Noble anatomical atlas, which 
was first published in 1935. The terminology has been brought up to date to in- 
corporate many changes approved at the International Congress of Anatomists. 
The excellent color charts include reproductions of the famous Frohse-Brédel wall 
charts. Also included are 10 color charts of the endocrine system, 22 scale drawings 
showing enlarged microscopic sections and numerous line drawings. A compre- 
hensive text precedes the charts and brief explanatory notes accompany cach chart. 

This atlas is an excellent reference work for medical students, physicians, nurses, 


and laymen. 


The Story of Dissection. JACK KEVORKIAN, M.D. New York, Philosophical Library, 
Inc., 1959. Pp. 80. Price $3.75 


There is no doubt that whoever wrote the jacket blurb for The Story of Dissection 
had not read the book. According to the blurb, this is ‘‘an enthralling account 
of the often weird and peculiar methods used in dissection of the animal and human 
body from antiquity to the days of Puritanism, together with the various taboos and 
superstitions connected with such enterprises."’ The book makes no mention at all 
of methods, taboos, or superstitions, but is merely a bare recital of whether or not 
dissection was allowed and whether or not it was practiced in each period of history. 
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There are no enlivening anecdotes, not a shred of interesting description of tech- 
niques of dissection. This is a very meager offering—and it is also rather dull. 


Diseases of Poultry. EDITED BY H. E. BIESTER AND L. H. SCHWARTE. Ames, lowa, The 
lowa State University Press, 1959. Ed. 4. Pp. 1103. 


This is the fourth edition of an authoritative, well-written book on the diseases 
of poultry. The various contributors have provided comprehensive reviews of the 
anatomy of fowl, digestion and hematology, and all diseases that affect poultry 
In each chapter on a particular disease are discussed symptomatology, diagnosis, 
prevention, and control. A chapter devoted to general principles of disease pre- 
vention is particularly worth while 

Each chapter is well documented and a good index is included. The book ts a 
valuable reference source for students, veterinarians, pathologists, and workers in 


specialized fields 


Master Your Tensions and Enjoy Living Again. GEORGE STEVENSON, M.D., AND HARRY 
mitt. Englewood Clitfs, N. J., Prentice-Hall, Inc., 1959. Pp. 241. Price $4.95 
Your Mind Can Make You Sick Or Well. curt s. wacutet, M.p. Englewood Cliffs, 

N. J., Prentice-Hall, Inc., 1959. Pp. 244. Price $4.95 


These two books are of the standard “‘help yourself to understand yourself ard 
control your emotions”’ variety and have the same questionable value as the daily 
newspaper column or magazine article of this type. Each contains the usual formulas, 
charts, tests, and “practical directives’’ for mastering one’s life and achieving per- 
sonal contentmert. 

In Master Your Tensions and Enjoy Living Again, the self-control directives are cight 
“tension breakers’’—talk it out, escape for a while, take one thing at a time, curb 
the superman urge, etc. 

Your Mind Can Make You Sick Or Well has a slightly different angle— your life chart 
as the key to self-analysis and “‘self-x-ray."’ A life chart is conveniently included 
with the book so that the reader may plot his own “‘health-control program.” 
In addition, of course, there are the usual quizzes, personal inventory check lists, 
and practical directives 

Read these books for what they're worth—if anything 


Freudtanism and the Literary Mind. rreperick J. HOFFMAN. New York, Grove Press, 

Inc., 1959. Pp. 350. Price $2.45 
The Nature of Human Conflicts: or Emotion, Conflict and Will: An Objective Study of 

Disorganization and Control of Human Behavior. a. x. curia. New York, Grove 

Press, Inc., 1960. Pp. 431. Price $2.45. 

These two books are now available in paperback editions. Freudianism and the 
Literary Mind was originally published in 1945 and 1957 by Louisiana State University 
Press, Baton Rouge. The Nature of Human Conflicts, originally published in 1932 by 
Liveright, Inc., New York City, contains a foreword by Adolf Meyer. 
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